lf>Q0lj$ft£Kn-S  DEPA#?f! 


L  1^ 


eOVERNMENTlFDiai 


SAN  FRANCISCO 
PUBLIC  LIBRARY 

REFERENCE 
BOOK 

No  I  to  be  taken  from  I  he  Library 


»OV    7 


2001 


SAN  FRANCISCO  PUBLIC  LIBRARY 


3    1223    03627    3879 


Digitized  by  the  Internet  Archive 

in  2012  with  funding  from 

California  State  Library  Califa/LSTA  Grant 


http://archive.org/details/healthcareforhom1984sanf 


City  and  County  of  San  Francisco  Department  of  Public  Health 


DOCUMENTS  DEPT. 

FEB  !  3  1986 

/ 

June  29,  1984      SAN  FRANCISCO 
PUBLIC  LIBRARY 

Philip  S.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  &  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.  10011 

Dear  Dr.  Brickner: 

Attached  are  twenty  copies  of  the  San  Francisco  Department  of  Public 
Health's  proposal  to  the  Health  Care  for  the  Homeless  Program. 

This  proposal  is  the  result  of  a  cooperative  planning  effort  between  the 
Department  and  the  major  public  and  providers  of  services  for  the  homeless 
in  San  Francisco.  When  the  planning  effort  began  over  six  months  ago,  it 
was  apparent  that  there  were  few  data  available  regarding 

o  the  medical  problems  of  the  homeless  in  San  Francisco 

o  the  ways  in  which  the  homeless  currently  recieve  health  care 

o  the  best  ways  to  deliver  health  services  to  the  homeless. 

Consequentlv ,  the  Department  embarked  on  an  intensive  effort  to  collect 
data  on  the  homeless  (Appendix  1  and  2) . 

The  recently  acquired  datf,  indicate  that  the  Department,  which  has  an 
extensive  network  of  outpatient  and  inpatient  services  for  the  indigent, 
is  currently  providing  enormous  resources  annually  for  the  homeless. 
Nevertheless,  none  of  the  Department's  services  are  specifically  oriented 
to  meeting  the  special  needs  of  the  homeless.   In  fact,  there  are  major 
barriers  for  the  homeless  to  receive  health  care.  These  barriers  are 
partially  responsible  for  the  common  failure  of  the  homeless  to  receive 
appropriate  timely  interventions. 

The  planning  efforts  and  recent  research  have  greatly  increased  the  aware- 
ness of  the  Department  of  the  seriousness  of  the  health  problems  of  the 
homeless  and  have  provided  the  foundation  for  intensified  planning  efforts. 
Yet,  much  remains  to  be  accomplished.  More  information  must  be  acquired 
regarding  the  health  problems  of  the  homeless  and  ways  to  improve  health 
care  for  this  population.   In  the  meantime,  the  homeless  continue  to 
require  health  services  to  meet  their  specific  needs. 
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The  Department  is  committed  to  ongoing  planning  and  services  for  the 
homeless.  However,  at  this  time,  the  Department  does  not  have  the  resources 
to  establish  health  services  specifically  designed  for  the  homeless.  The 
Department  is  pleased  to  submit  this  application,  because  it  is  expected 
that  the  activities  funded  through  this  program  will  provide  essential 
information  for  long-range  planning  and  will  provide  important  health 
services  for  the  homeless. 

Although  the  Department  has  made  great  strides  during  the  last  six  months 
in  designing  services  for  the  homeless,  much  planning  remains  to  be  done. 
As  a  result,  the  Department  reserves  the  right  to  make  minor  amendments 
to  our  plans  prior  to  the  site  visit. 

I  would  like  to  thank  you  for  considering  the  Department's  application  and 
I  would  like  to  commend  you  and  your  staff  for  your  roles  in  facilitating 
the  development  of  the  Health  Care  for  the  Homeless  Program. 

Sincerely, 


T.    Kellv,   M.Ehv'Ph.D. 
Leal  Director 
Medically  Indigent  Adult  Program 
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HEALTH  CARE  FOR  THE  HOMELESS 
I.  Application  Face  Sheet* 

Name  of  City   San  Francisco 


Name  of  Coalition  San  Francisco  Department  of  Public  Health 

Designated  Grantee  Organization  San  Francisco  Department  of  Public  Health 

Address    101  Grove  Street 

City San  Francisco State   California 


Zip  Code   94102 Phone  (  415  )  558-2386 


Name  of  Contact  Person  John  T-  Kelly,  M.D.,  Ph.D. 


Title  of  Contact  Person  Medical  Director,  Medically  Indigent  Adult  Program 

Address    101  Grove  Street 

City San  Francisco State  California 


Zip  Code   94102 Phone  (  415  )  558-2386 


*  Information  provided  by  Program  applicants  may  be  used  by  the 
United  States  Conference  of  Mayors  for  purposes  of  analysis 
and  possible  publication.  Please  check  the  box  below  if  you  wish 
to  have  the  contents  of  this  application  held  confidential. 
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II.  Coalition  Organization 

List  all  coalition  organizations  according  to  this  format: 

Organization    San  Francisco  Department  of  Public  Health 


Contact  Person    John  T-  Kelly,  M.D. ,  Ph.D. 


address  101  Grove  Street,  Room  323 


City San  Francisco State  California 

Zip  Code 94102         Phone  (415  >  558-2386 


Name  of  City   San  Francisco Page  3 

III.  Mayoral  Endorsement 
k       Insert  here  a  letter  from  the  mayor  of  your  city  endorsing  this  application. 


See  pages  4-5 
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Office  of  ths  Mayor 

SAN    FRANCISCO 


DlANNE  FEINSTEIN 


June  28,  1984 


Phil i p  W.  Brickner  ,  M. D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vinent's  Hospital  &  Medical  Center 

153  West  1 1 th  Street 

New  York,  New  York   10011 


Dear  Dr.  Brickner: 

I  am  writing  to  express  my  strong  support  of  the  $1.4  million 
grant  application  being  made  by  the  San  Francisco  Department  of 
Public  Health.   These  monies  are  available  from  the  "Health  Care 
for  the  Homeless  Program,"  established  by  The  Robert  Wood  Johnson 
Foundation  and  The  Pew  Memorial  Trust. 

According  to  information  provided  me  by  the  Department  of  Public 
Health,  a  large  number  of  the  persons  admitted  to  San  Francisco 
General  Hospital  are  homeless.   They  require  a  wide  variety  of 
medical  services  for  illnesses  and  conditions  directly  related  to 
their  homeless  status.   Many  of  these  costly  admissions  would  not 
have  been  necessary  if  there  had  been  a  more  timely  intervention 
and  identification  of  these  patients'  needs. 

The  attached  application  proposes  the  expansion  of  the  capability 
to  provide  early  medical  triage  and  intervention.   By  locating 
satellite  clinics  in  the  shelters  and  expanding  the  hours  of 
existing  satellite  services,  the  timely  identification  of 
appropriate  medical  treatment  will  be  possible.   This  is  not  only 
the  most  humane  manner  of  dealing  with  these  persons'  medical 
problems,  but  it  will  be  cost  effective  in  reducing  the  number  of 
homeless  persons  admitted  to  the  hospital. 

Since  December  1,  1982,  San  Francisco  has  maintained  a  shelter 
and  feeding  program  for  the  City's  less  fortunate   I  am  proud 
that  for  more  than  310,000  times  this  City  has  provided  beds  and 
meals  for  those  unable  to  care  for  themselves.   And,  we  are 
committed  to  continue  this  much  needed  effort.   I  envision  the 
provision  of  medical  services  as  described  in  this  application  as 
a  key  ingredient  to  the  comprehensive  approach  we  have  undertaken 
to  address  the  problems  of  our  homeless  population.   We  will 
continue  to  do  all  we  can  to  assist  these  persons  to  once  again 
become  self  sufficient. 


Dr.  Philip  W .  Brickner 
Letter/June  28,  1984 
Page  Two 


I  strongly  request  the  enclosed  proposal  receives  the  level  of 
funding  applied  for  to  enable  us  to  more  completely  address  the 
complex  needs  of  our  City's  less  fortunate  people. 

Warmest  regards  , 

cfcrely , 

Mafyor 

F/dl :mc 
Attachment 
2359U 
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IV.  Project  Sunmary 

Write  here  a  one-  to  tvro-page  abstract  summarizing  the  objectives  of  your  propo- 
sal, the  plan  for  achieving  the  objectives,  and  the  specific  activities  to  be 
supported  by  the  Foundations'  funds.  [20  extra  copies  of  this  abstract  will 
need  to  be  printed  and  forwarded,  in  addition  to  20  complete  copies  of  the 
entire  grant  application. ] 


See  pages  7-8 


IV.  Project  Summary 

The  San  Francisco  Department  of  Public  Health  proposes  to  establish 
a  program  of  medical  and  psychiatric  services  for  homeless  adults  and 
youth.  This  program,  entitled  "Sheltercare",  is  designed  to  provide 
health  services,  in  conjunction  with  a  variety  of  service  programs  for 
the  homeless  that  are  already  in  existence,  including  the  four  major 
emergency  shelters,  a  multiservice  center  for  homeless  youth,  and  a  model 
free  medical  clinic  for  indigent  patients. 

The  goal  of  "Sheltercare"  is  to  increase  the  accessibility,  the 
continuity,  and  the  coordination  of  health  services  for  the  homeless. 
Medical  and  mental  health  services  will  be  provided  in  a  cost-effective 
manner  that  relies  heavily  on  non-physician  providers,  such  as  nurse 
practitioners,  and  on  volunteers.  The  program  will  employ  a  case-manage- 
ment approach,  with  aggressive  efforts  to  "track"  patients,  to  provide 
prevention,  early  intervention,  and  appropriate  triage.  Health  services 
will  be  coordinated  with  social  services  to  improve  access  to  existing 
benefit  programs.  Essentially  all  of  the  funds  provided  by  the  grant 
will  be  used  for  direct  patient  services,  as  the  Department  will  provide 
the  necessary  resources  for  administration  and  planning. 

Clinics,  located  in  emergency  shelters  and  other  facilities  used 
by  the  homeless,  will  identify  the  disabled,  develop  and  initiate  treat- 
ment plans,  provide  ongoing  treatment  and  case  management,  and  facilitate 
referrals  to  the  broad  range  of  inpatient  and  outpatient  facilities 


operated  by  the  Department  of  Public  Health. 

Another  important  component  of  the  Program  is  a  long-range  planning 
effort  to  identify  the  needs  of  the  homeless,  determine  the  most  promising 
methods  to  improve  health  care  for  this  population,  and  to  obtain  addi- 
tional resources  to  provide  for  the  homeless. 

The  program  will  be  conducted  with  the  extensive  resources  of  the 
Department  of  Public  Health.  Assistance  will  be  provided  by  two  advisory 
bodies  already  in  existence:  a  Medical  Advisory  Committee,  consisting 
of  the  Medical  Directors  of  San  Francisco  General  Hospital  (Emergency, 
Outpatient,  Inpatient,  and  Adolescent) ,  Community  Mental  Health  Services, 
and  a  number  of  other  community  clinics;  and  a  Community  Advisory  Committee, 
consisting  of  representatives  of  the  Mayor  and  the  Director  of  the  Depart- 
ment of  Social  Services,  as  well  as  the  Directors  of  the  Salvation  Army, 
Saint  Vincent  de  Paul  Society,  and  other  charitable  orgnizations  that 
provide  services  to  the  homeless. 

"Sheltercare"  is  designed  to  establish  a  coordinated  approach  to 
medical  care  for  the  homeless  and  to  provide  the  foundation  for  subsequent 
efforts  of  the  San  Francisco  Department  of  Public  Health  to  improve 
health  services  to  this  population. 
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V.  Project  Service  Area 

Give  the  boundaries  of  the  service  area  of  the  project  and  describe  any  specific 
characteristics  of  the  area  (e.g.  economic,  geographic)  that  may  influence  home- 
less people  and  homeless  issues.  State  briefly  the  reasons  for  homelessness  in 


your  city. 


See  pages  10-12 


VI.  Homeless  Demographics 

Describe  the  homeless  population  in  your  city  and  estimate  their  total  number. 
List  the  subgroups  used  to  identify  this  population,  describe  their  charac- 
teristics, and  estimate  the  percent  of  the  total  for  each.  Attach  any  sup- 
porting documentation  to  the  application  as  Appendix  1. 


See  pages  13-16 
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V.  Project  Service  Area 
Reasons  for  Homelessness 

Homelessness  has  been  a  chronic  problem  in  San  Francisco  since 
its  founding  in  the  middle  of  the  Nineteenth  Century.  In  the  1890's, 
for  example,  hundreds  of  vagrants  camped  in  the  City  (Tenderloin 
Ethnographic  Research  Project,  1978).  For  decades,  the  typical  homeless 
person  has  been  the  chronic  alcoholic,  who  is  characteristically  single, 
unemployed,  and  male.  Up  to  200  homeless  men  were  housed  and  fed  daily 
by  the  Saint  Vincent  de  Paul  Society  from  1928  to  the  1950' s  at  St. 
Patrick's  Shelter. 

During  recent  years,  the  problem  of  homelessness  in  San  Francisco 
has  increased  dramatically  (Appendix  3.1).  Many  contributing  factors 
have  been  identified,  including: 

©  deinstitutionalization:  the  number  of  state  psychiatric  hospital 
beds  for  the  severely  mentally  disturbed  in  California  has 
declined  precipitously,  from  1  bed  for  each  430  state  residents 
in  1960  to  1  bed  for  each  4800  state  residents  in  1983;  because 
of  fiscal  constraints,  residential  treatment  programs  have 
been  unable  to  provide  for  many  of  those  who  previously  would 
have  been  in  state  hospitals;  consequently,  many  mentally  ill 
persons  are  undertreated,  untreated,  and  homeless 

e  insufficient  housing  for  low  income  people:  as  a  result  of 
"urban  renewal",  much  of  the  housing  previously  available  to 
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the  economically  disadvantaged  has  been  razed  or  converted 
to  other  uses;  during  the  last  eight  years  alone,  the  number 
of  residential  hotel  rooms  in  San  Francisco  has  declined  by 
over  35% 

®  unemployment:  episodic  increases  in  the  local  unemployment 
rate  have  forced  many  into  temporary  or  permanent  poverty; 
similar  episodic  increases  in  unemployment  elsewhere  in  the 
nation  have  led  many  to  come  to  San  Francisco,  where  they  are 
often  unable  to  find  employment. 

Project  Service  Area 

Although  homeless  people  live  throughout  San  Francisco,  in  emer- 
gency shelters,  abandoned  buildings,  and  parks,  the  area  of  the  City 
which  has  been  most  severely  impacted  by  homeless  people  is  the  Tender- 
loin/South of  Market  Area,  a  100  block  section  in  the  center  of  the  City 
characterized  by  a  high  proportion  of  old  buildings,  many  with  single 
room  apartments,  a  high  crime  rate,  and  a  high  incidence  of  poverty. 
Over  one-third  of  the  General  Assistance  ("Welfare")  recipients  live  in 
this  area,  which  has  less  than  10%  of  the  City's  population. 

The  Tenderloin/South  of  Market  Area  is  the  area  in  which  most  of 
the  homeless  live  and  where  most  of  the  service  programs  for  the  homeless 
are  located.  Among  the  service  programs  in  this  area  are: 

©  shelter:  emergency  shelters,  supported  by  public  and  private 
funds,  which  shelter  approximately  400  homeless  persons  each 
night;  emergency  hotel  shelters,  supported  by  public  funds, 


12 
which  shelter  approximately  800  homeless  persons  each  night 

t>   food:  St.  Anthony's  Dining  Room,  which  provides  free  meals 
to  2000  to  2500  indigent  persons  daily;  Glide  Church,  which 
provides  free  meals  to  2200  indigent  persons  daily 

e  social  services:  the  San  Francisco  Department  of  Social  Services, 
which  provides  financial  support  and  a  broad  range  of  other 
social  services;  the  Social  Security  Administration;  a  broad 
range  of  private  social  services  agencies,  including  the 
Salvation  Army,  Saint  Vincent  de  Paul  Society,  St.  Anthony's 
Foundation,  and  Larkin  Street  Youth  Center. 
Because  of  the  large  concentration  of  homeless  persons  and  programs  for 
the  homeless  in  the  Tenderloin/South  of  Market  area,  this  section  of  the 
City  has  been  selected  as  the  service  area  of  the  project. 
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VI.   Homeless  Demographics 

Despite  repeated  efforts  to  estimate  the  numbers  of  homeless 
persons  in  San  Francisco,  it  is  not  known  how  many  people  are  actually 
homeless  in  San  Francisco.  Nevertheless,  it  is  evident  that  the  numbers 
of  homeless  persons  have  increased  dramatically  in  recent  years.  Since 
December  of  1982,  when  the  City's  Shelter  for  the  Homeless  Program  was 
founded,  an  average  of  almost  1200  persons  have  been  sheltered  nightly. 
Official  City  policy  is  to  provide  shelter  to  everyone  who  requests 
such.  However,  there  are  many  more  homeless  than  the  1200  people  in  the 
shelters  each  night. 

Estimates  of  the  numbers  of  homeless  in  San  Francisco  have  varied 
from  a  low  of  3000  to  a  high  of  15,000.  The  United  States  Department 
of  Housing  and  Urban  Development  estimated  in  the  Spring  of  1984  that 
there  were  between  7,700  to  8,800  homeless  persons  in  San  Francisco. 
Despite  the  elusiveness  of  the  numbers,  it  is  evident  that  the  homeless 
present  a  major  problem  for  the  City. 

Defining  the  characteristics  of  the  homeless  is  as  difficult  as 
defining  their  numbers.  Monthly  surveys  of  persons  using  the  emergency 
shelters  (Appendix  1.1) ,  compiled  from  questionnaires  completed  by  the 
shelter  residents,  revealed  the  following  composite  characteristics  of 
this  population: 
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Sex 

Education 

Male     78% 

None 

2% 

Female    22% 

Elementary  School 

18% 

High  School 

56% 

Current  College 

1% 

Age 

College  Degree 

17% 

Tr  ade/Bus  i  ness 

5% 

Range:   18-80 

Unknown 

•2% 

Median:   31.4  years 

Physical  Disability 

Length  of  Time  in 

City 

None 

68% 

0  -  3  months 

33% 

Temporary 

12% 

4-6  months 

11% 

Permanent 

17% 

7-11  months 

6% 

Unknown 

3% 

1  -  2  years 

10% 

2  or  more  years 

38% 

Unknown 

1% 

Mental  Disability 

Yes 

12% 

Employment  History 

No 

77% 

Unknown 

11% 

None 

7% 

Part  Time 

10% 

Short  Term 

9% 

Drug  Abuse 

1  year  or  more 

71% 

Unknown 

3% 

None 

79% 

Some  Level 

18% 

Unknown 

4% 

Marketable  Skills 

Yes 

68% 

Alcohol  Abuse 

No 

28% 

Unknown 

4% 

None 

60% 

Some  Level 

37% 

Unknown 

3% 

Ethnicity 

White 

52% 

Veteran  Status 

Black 

28% 

Hispanic 

11% 

Yes 

32% 

Asian 

2% 

No 

65% 

American  Indian 

3% 

Unknown 

3% 

Other 

3% 

Unknown 

2% 

Marital  Status 

Single 

69% 

. 

Married 

7% 

Widowed 

4% 

Divorced/Separated    18% 

Unknown 

2% 

I 
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The  incidence  of  serious  mental  disability  is  likely  considerably 
greater  than  12%,  and  may  exceed  40%,  as  34.7%  of  a  sample  of  170  home- 
less persons  interviewed  in  March,  1984  admitted  to  a  history  of 
psychiatric  hospitalization  (Appendix  2.2).  The  incidence  of  substance 
abuse  is  likely  greater  than  37%,  and  may  exceed  60%,  as  57.6%  of  those 
interviewed  admitted  to  a  history  of  substance  abuse. 

Another  major  group  of  homeless  persons  are  homeless  youth.  A 
comprehensive  report  on  the  problem,  prepared  in  March,  1984  by  the 
Mayor's  Criminal  Justice  Council,  estimated  that  there  are  approximately 
1000  homeless  youth  in  the  City  on  any  given  day  (Appendix  1.2) .  Most 
of  the  homeless  youth  live  in  the  Tenderloin/Polk  Street  Area.  They 
come  from  all  racial  and  ethnic  groups.  Many  are  victims  of  physical 
and  sexual  abuse.   30  -  50%  are  sexual  minorities.  Many  are  involved 
in  prostitution. 

Yet  another  major  identifiable  group  of  homeless  persons  are  home- 
less families.   In  January,  1984  over  280  homeless  families  with  children, 
many  of  whom  were  infants,  were  sheltered  at  City  expense  in  the  emergency 
shelter  hotels. 

Many  others  are  intermittently  homeless.  Prominent  among  these 
are  the  persons  who  rely  on  General  Assistance  ("Welfare")  for  support. 
During  the  1983  calendar  year  96,220  difference  persons  in  San  Francisco 
were  supported  by  General  Assistance.  The  characteristics  of  the  persons 
on  General  Assistance  place  them  at  high  risk  of  homelessness . 
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A  survey  of  6694  persons  on  General  Assistance  in  September,  1983, 
conducted  by  the  San  Francisco  Department  of  Social  Services,  indicated 
that  65%  were  male,  25  to  34  was  the  median  age  range,  62%  were  single, 
16%  were  Veterans,  52%  lived  alone,  29%  lived  in  a  hotel  or  motel,  70% 
had  been  in  San  Francisco  over  2  vears,  7%  had  minor  children,  56%  had 
not  completed  high  school,  51%  had  no  marketable  skills,  51%  had  never 
held  a  job  for  more  than  one  year,  14%  had  been  in  jail  or  prison,  20% 
had  been  hospitalized  in  a  state  of  county  hospital,  28%  had  permanent 
physical  disabilities,  24%  had  temporary  physical  disabilities,  23%  had 
mental  disabilities,  27%  had  applications  pending  for  SSI,  16%  had  some 
level  of  alcohol  abuse,  4%  had  some  level  of  drug  abuse,  40%  had  been  on 
General  Assistance  two  or  more  times  during  the  previous  two  years. 
Unfortunately,  General  Assistance  is  a  tenuous  and  generally  inadequate 
source  of  income.  The  average  of  length  of  support  from  General  Assistance 
is  under  six  months.  The  average  payment  of  $248  monthly  to  a  single 
person  is  generally  insufficient  to  provide  shelter,  food,  and  clothing 
in  San  Francisco,  where  residential  hotel  rentals  typically  exceed 
$260  monthly. 
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VII.  Health  Problems  of  the  Homeless 

Identify  the  health  problems  of  the  homeless  in  the  service  area.  Explain  the 
barriers  to  care  that  may  exist.  Summarize  the  issues  in  your  city  affecting 
delivery  of  health  care  services  to  homeless  people.  Attach  any  supporting 
documentation  to  the  application  as  Appendix  2. 


See  pages  18-24 


VIII.  Health  Services 

Describe  the  health  services  available  to  homeless  persons  in  the  service 
area.  List  their  sources  of  funding,  and  describe  their  capacity  and  ability 
to  serve  homeless  persons. 


See  pages  25-28 
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VII.  Health  Problems  of  the  Homeless 


Health  Problems 


Ihe  homeless  in  San  Francisco  suffer  a  broad  range  of  serious 
medical  and  psychiatric  problems.  A  survey  of  patients  admitted  to  San 
Francisco  General  Hospital  during  the  first  quarter  of  1983  revealed 
that  at  least  318  patients,  who  accounted  for  7.7%  of  the  admissions, 
were  homeless.  Of  the  homeless  patients,  58.4%  were  admitted  for  medical 
or  surgical  problems  and  41.6%  were  admitted  for  psychiatric  problems 
(Appendix  2.1) . 

The  medical  and  surgical  problems  of  the  homeless  that  necessitated 
admission  included  cellulitis,  pneumonia,  tuberculosis,  chronic  obstruc- 
tive pulmonary  disease,  alcohol  withdrawal,  stab  wounds,  fractures,  pan- 
creatitis, hepatitis,  and  gastrointestinal  bleeding.  Ihe  psychiatric 
problems  of  the  homeless  that  required  hospitalization  included  schizophrenia, 
bipolar  manic  disorder,  depression,  and  psychosis. 

Many  of  the  homeless  patients  had  a  high  incidence  of  episodic  and 
chronic  problems  that  resulted  in  frequent  hospitalization.  Almost  40% 
of  the  patients  were  admitted  multiple  times  to  San  Francisco  General 
Hospital  during  the  seventeen  month  period  that  was  studied. 

Ihe  homeless  are  frequent  users  of  medical  services.   Individual 
interviews  of  170  homeless  persons  at  the  emergency  shelters  in  San 
Francisco  in  April,  1984  indicated  that  61.2%  received  medical  services 
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during  the  previous  3  months  and  75.9%  received  medical  services  during 
the  previous  year  (Appendix  2.2).  Ihese  are  extremely  high  rates  of 
utilization  for  a  relatively  young  population.  Of  those  who  used  medical 
services,  85.3%  used  outpatient  departments,  76.7%  used  emergency  depart- 
ments, and  30.2%  were  hospitalized.  This  is  a  remarkably  high  rate  of 
hospitalization. 

The  homeless  have  a  high  incidence  of  previous  psychiatric  hospi- 
talization.  34.7%  of  those  interviewed  stated  that  they  had  been  hospi- 
talized for  psychiatric  problems.  Of  those  with  a  history  of  psychiatric 
hospitalization,  the  most  recent  psychiatric  hospitalization  for  16.9% 
was  during  the  previous  6  months,  for  8.5%  was  from  6  to  12  months  prior, 
for  20.3%  was  from  1  to  3  years  prior,  for  23.7%  was  from  4  to  10  years 
prior,  and  for  30.5%  was  more  than  10  years  prior.  These  data  suggest 
an  impressively  high  incidence  of  severe  mental  illness  among  the  homeless, 
as  only  the  most  severely  mentally  ill  are  hospitalized,  given  the  sub- 
stantial nationwide  reduction  in  the  availabilitv  of  inpatient  psychiatric 
services. 

Despite  the  high  incidence  of  major  psychiatric  problems  among  the 
homeless,  less  than  23%  of  those  interviewed  stated  that  they  had  received 
psychiatric  services  during  the  previous  year.  Of  those  who  had  received 
psychiatric  services  during  the  previous  year,  65.8%  received  outpatient 
treatment,  28.9%  received  acute  treatment,  13.2%  received  residential 
treatment,  10.5%  received  day  treatment,  and  5.3%  received  long  term 
treatment. 
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A  review  of  the  records  of  the  patients  treated  in  the  Psychiatric 
Emergency  Service  (PES)  at  San  Francisco  General  Hospital  revealed  that, 
during  any  given  period,  30%  of  the  patients  were  homeless.  Of  the 
patients  treated  in  PES  three  or  more  times  in  a  year,  70%  were  shelter- 
less on  at  least  one  visit,  and  10%  had  no  address  at  any  time.  Based 
on  their  observations  at  San  Francisco  General  Hospital,  Schwartz  and 
Goldfinger  have  described  "the  new  chronic  patient"  as  "a  subgroup  of 
chronic  mentally  ill  persons  who  have  had  little  or  no  state  hospital- 
ization. .  .  patients  are  typically  young,  more  likely  to  be  male,  and 

highly  transient they  have  frequent  interactions  with  emergency 

psychiatric  and  crisis  units,  coupled  with  intermittent  involuntary  short- 
term  stays  in  local  inpatient  units...  they  are  typically  unwilling  to 
voluntarily  accept  continuing  care."   (Schwartz,  Goldfinger,  1981) 

A  problem  to  which  the  homeless  are  espcially  vulnerable  is  sexual 
assault.  Review  of  the  medical  records  of  over  350  sexual  assault  victims 
treated  in  1983  at  the  Sexual  Trauma  Service  in  San  Francisco  indicated 
that  over  9%  of  the  treated  sexual  assault  victims  were  homeless  at  the 
time  of  the  assault.  Half  of  the  victims  had  injuries,  ranging  from 
major  trauma  such  as  skull  fractures  to  minor  trauma  such  as  sprains 
and  abrasions.  All  of  the  victims  experienced  some  degree  of  psychological 
trauma. 

The  homeless  also  suffer  a  wide  range  of  less  severe  medical  prob- 
lems. Review  of  the  medical  records  of  524  homeless  patients  treated  in 
1983  at  Central  Emergency  and  88  homeless  patients  treated  in  1983  at  a 
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medical  clinic  operated  at  Grace  Cathedral  Emergency  Shelter  indicated 
that  the  homeless  suffer  a  broad  range  of  acute  problems  such  as  infes- 
tations, lacerations,  upper  respiratory  infections,  bronchitis,  and 
cellulitis,  and  a  wide  range  of  chronic  health  problems,  such  as  hyper- 
tension, foot  problems,  and  dental  problems  (Appendix  2.3,  2.4). 

At  Central  Emergency,  15%  of  the  68  homeless  patients  with  lacera- 
tions presented  more  than  6  hours  after  the  time  of  injury,  and  two-thirds 
of  these  presented  more  than  24  hours  after  the  time  of  injury.  Such 
delays  prevented  proper  treatment  and  most  of  those  who  delayed  presenta- 
tion had  signs  of  infection  when  they  presented.  Less  than  30%  of  the 
homeless  patients  with  lacerations  returned  to  Central  Emergency  for 
follow-up  wound  care.  With  such  poor  follow-up,  wound  infections,  pro- 
longed disabilities,  and  other  complications,  which  often  necessitate 
hospitalization,  are  commonplace.  Almost  15%  of  the  homeless  patients 
admitted  to  San  Francisco  General  Hospital  during  the  first  quarter  of 
1983  were  admitted  because  of  skin  infections.  Many  of  these  admissions 
could  have  been  prevented  had  these  patients  received  appropriate  treat- 
ment earlier. 

Homeless  youth  suffer  many  special  medical  and  psychiatric  problems. 
Review  of  the  medical  records  of  hundreds  of  homeless  youth  (14  to  19 
years  old)  treated  in  the  Adolescent  Service  at  San  Francisco  General 
Hospital  revealed  a  wide  range  of  medical  problems,  including  infections, 
sexually  transmitted  diseases,  substance  abuse,  psychosomatic  disorders, 
and  untreated  injuries,  and  a  broad  range  of  mental  health  problems, 
including  personality  disorders,  acute  anxiety  reactions,  and  adjustment 
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reactions.  Among  a  sample  of  40  homeless  youth  at  San  Francisco  General 
Hospital,  62.5%  were  depressed  or  exhibited  self-destructive  behavior, 
and  55%  had  a  history  of  past  suicide  attempts. 

Barriers  to  Care 

San  Francisco  is  fortunate  in  having  a  wide  range  of  medical  and 
psychiatric  services  available  to  the  homeless.  Nevertheless,  there 
are  numerous  obstacles  that  prevent  homeless  persons  from  receiving 
adequate  health  care: 
1.   Inaccessibility  of  services 

»  difficulties  of  homeless  patients  in  identifying  appropriate 

service  sites  and  making  appointments 
®  long  waiting  times  for  non-emergency  problems  (waiting  times 
at  San  Francisco  General  Hospital  for  the  general  medical 
clinic  routinely  exceed  four  weeks;  waiting  times  in  the 
Emergency  Department  for  non-life- threatening  problems  are 
frequently  6  to  8  hours) 
©  geographic  separation  of  San  Francisco  General  Hospital  from 
the  Tenderloin/South  of  Market  Area  where  most  of  the 
homeless  live: 

1.  the  more  seriously  disabled  cannot  easily  walk  to  San 
Francisco  General  Hospital  and  usually  lack  funds  for 
public  transportation 

2.  attending  a  clinic  or  visiting  the  Emergency  Department 
at  San  Francisco  General  Hospital  frequently  takes  many 
hours,  requiring  those  who  rely  on  St.  Anthony's  Dining 


23 


Room  for  food  to  forego  the  only  meal  available  to  them 

2.  Inadequacy  of  Services  to  Meet  the  Broad  Range  of  Medical  and 
Psychiatric  Problems  of  the  Homeless 

•  lack  of  adequate  drop-in  capability  at  San  Francisco  General 
Hospital  and  South  of  Market  Health  Center  for  routine  or  minor 
acute  medical  problems,  such  as  follow-up  care,  prescription 
refills,  wound  checks,  and  dressing  changes 

©  inadequate  psychiatric  services  for  crisis  counselling  and 
treatment;  lack  of  sufficient  inpatient  psychiatric  beds, 
residential  treatment  programs,  and  outpatient  treatment 
facilities 

3.  Inadequate  Treatment 

•  hostility  of  professional  and  support  staff  to  patients  who 
are  unkempt,  abusive,  mentally  ill,  substance  abusers,  and 
"repeaters" 

•  failure  of  professional  staff,  in  planning  treatment,  to  take 
into  account  problems  such  as  the  lack  of  shelter  in  which 

to  recuperate,  difficulties  in  safeguarding  medications  and 
following  a  prescribed  regimen,  and  difficulties  in  caring 
for  wounds 

•  inadequate  follow-up  care 

®  inadequate  coordination  among  medical  services,  psychiatric 
services,  and  social  services 

4.  Low  Priority  Given  by  Homeless  Persons  to  Medical  and  Psychiatric  Care 

•  lack  of  knowledge  or  understanding  of  their  need  for  health 
services  (especially  common  among  those  with  serious  mental 
disorders  and  with  substance  abuse  problems) 
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•  self-destructive  behavior 

•  dissatisfaction  with  prior  encounters  with  specific  medical 
or  psychiatric  services 

Issues 

The  major  issues  affecting  the  delivery  of  health  services  to  the 
homeless  in  San  Francisco  include: 

e  need  for  additional  information  regarding  the  health  problems 
of  the  homeless  in  San  Francisco 

•  need  for  better  understanding  of  the  problems  in  the  current 
system  of  providing  medical  and  psychiatric  services  to  the 
homeless 

•  need  to  identify  ways  to  improve  medical  and  psychiatric 
services  to  the  homeless 

»  inadequacy  of  current  local,  state,  and  federal  allocations 
to  meet  the  health  needs  of  the  homeless 

•  obtaining  funds  to  expand  existing  services  and  to  establish 
new  services. 
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VIII.  Health  Services 

San  Francisco  is  fortunate  in  having  a  wide  range  of  medical  and 
psychiatric  services  available  in  the  Tenderloin/South  of  Market  Area. 
Operated  by  or  in  close  cooperation  with  the  San  Francisco  Department 
of  Public  Health,  these  facilities  form  a  comprehensive  network  of 
services  that  currently  provide  health  care  to  many  homeless  persons. 
Nevertheless,  all  of  these  services  operate  at  or  near  capacity,  because 
of  space  and  funding  limitations,  and  are  unable  to  meet  the  demand 
from  the  homeless  for  services. 

St.  Anthony's  Clinic,  operated  by  St.  Anthony's  Foundation  and 
located  adjacent  to  St.  Anthony's  Dining  Room,  which  provides  free  meals 
to  2000  to  2500  indigent  persons  daily,  provides  comprehensive  primary 
care  for  adults  and  children  in  conjunction  with  the  broad  range  of 
other  free  services  available  on  premises,  including  showers,  delousing, 
clothing,  laundry,  shelter,  and  counselling.  Approximately  40%  of  the 
1400  patient  visits  each  month  are  by  homeless  persons. 

The  South  of  Market  Health  Center,  operated  by  the  San  Francisco 
Medical  Center  Outpatient  Improvement  Program,  Inc. ,  and  partially 
funded  by  the  San  Francisco  Department  of  Public  Health,  provides 
comprehensive  primary  care  to  adults  and  children.  Approximately  15% 
of  the  2200  patient  visits  each  month  are  by  homeless  persons. 

Central  Emergency,  operated  by  the  San  Francisco  Department  of 
Public  Health  and  located  adjacent  to  the  Tenderloin/South  of  Market 
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Area,  provides  twenty- four  hour  a  day  treatment  for  most  minor  medical 
and  surgical  problems.  Approximately  20%  of  the  2000  patient  visits 
each  month  are  by  homeless  persons. 

The  North  of  Market  Multipurpose  Senior  Service  Center,  supported 
by  the  San  Francisco  Department  of  Public  Health  and  other  public  and 
private  agencies,  provides  comprehensive  primary  care  to  low  income  and 
frail  elderly  in  conjunction  with  a  broad  range  of  other  programs,  in- 
cluding case-management,  alcoholism  treatment,  and  a  food  program  which 
feeds  approximately  90  elderly  clients  daily.  Although  few  of  the  1250 
patient  visits  each  month  are  by  homeless  persons,  many  of  these  elderly 
patients  would  likely  be  homeless  without  the  services  of  the  Center. 

The  Tenderloin  Clinic,  operated  by  the  San  Francisco  Medical  Center 
Cutpatient  Improvement  Program,  Inc.  and  partially  funded  by  the  San 
Francisco  Department  of  Public  Health,  provides  comprehensive  outpatient 
mental  health  services  to  severely  mentally  disturbed  persons  living  in 
the  Tenderloin.  Services  include  psychiatric  evaluation,  crisis  inter- 
vention, individual  and  group  therapy,  medication  monitoring,  case 
management,  and  referrals.  Approximately  300  clients,  of  whom  many  are 
homeless,  are  served  at  any  given  time,  and  approximately  60  new  clients 
are  seen  each  month.  Approximately  half  of  the  clients  are  seen  for  over 
a  year. 

The  San  Francisco  Department  of  Public  Health  operates  a  variety 
of  mental  health  services  in  the  Tenderloin/South  of  Market  Area,  including: 
©  the  South  of  Market  Counseling  and  Mental  Health  Outpatient  Clinic, 
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which  provides  comprehensive  outpatient  mental  health  services 
to  approximately  275  clients  at  any  given  time 

9   The  Central  City  Senior's  Unit,  which  provides  comprehensive 
mental  health  services  to  approximately  125  persons  60  years  of 
age  and  older 

®  the  Northeast  District  Recidivism  Team,  which  provides  compre- 
hensive mental  health  planning,  counselling,  and  crisis  inter- 
vention for  severely  disturbed  persons  who  are  frequent  recurrent 
users  of  inpatient  psychiatric  services 

«  the  Tender  Lion  Family  Program,  an  outpatient,  outreach  mental 
health  program  for  approximately  50  adults  and  children. 
Approximately  20%  of  the  clients  treated  in  the  various  mental  health 
programs  in  the  Tenderloin/South  of  Market  Area  are  homeless. 

Other  health  services  operated  by  the  San  Francisco  Department  of 
Public  Health  in  the  Tender loin/ South  of  Market  Area  include  the  City 
Clinic,  which  provides  comprehensive  evaluation  and  treatment  of  venereal 
diseases  to  over  4000  patients  monthly,  and  the  Sexual  Trauma  Service, 
which  provides  counselling  and  medical  treatment  to  approximately  50 
sexual  assault  victims  monthly,  of  whom  approximately  9%  are  homeless. 

Although  not  located  in  the  Tenderloin/South  of  Market  Area,  San 
Francisco  General  Hospital,  a  582  bed  acute  care  hospital  operated  by  the 
San  Francisco  Department  of  Public  Health,  is  the  major  health  facility 
available  to  the  homeless.  Services  include  comprehensive  emergency  in- 
patient, and  outpatient  medical,  surgical,  and  psychiatric  services,  with 
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over  80  specialty  clinics.  San  Francisco  General  Hospital  is  the  desig- 
nated facility  at  which  inpatient  services  are  provided  for  all  Medically 
Indigent  Adults  in  San  Francisco.  Over  7.7%  of  the  1800  admissions  each 
month  are  for  patients  who  are  homeless.  What  proportion  of  the  6500 
monthly  emergency  department  visits  and  the  16,000  monthly  outpatient 
department  visits  are  by  homeless  persons  is  unknown.  The  outpatient 
clincis  operate  at  capacity  and  inpatient  occupancy  routinely  exceeds  90%. 
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EC.  Other  Services 

Describe  recent  major  public  and  private  efforts  to  meet  the  needs  of  homeless 
persons  in  your  city  beyond  health-related  concerns.  List  the  number  of 
shelters,  residences,  clothing  and  food  programs  for  homeless  persons  and  their 
total  capacity.  Attach  to  the  application  as  Appendix  3  a  directory  of  services 
for  the  homeless,  if  available. 


See  pages  30-33 


X.  Applicant  Coalition 

Discuss  the  composition  of  your  coalition  and  the  nature  of  each  member's  par- 
ticipation. Discuss  whether  or  not  it  was  formed  exclusively  for  the  purpose  of 
this  grant  application. 


See  pages  34-35 
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IX.  Other  Services 

In  San  Francisco,  public  agencies,  such  as  the  Department  of  Social 
Services,  and  private  agencies  such  as  the  Salvation  Array,  the  St.  Vincent 
de  Paul  Society,  and  St.  Anthony's  Foundation,  have  a  long  history  of 
helping  the  indigent  and  the  homeless.  In  the  Fall  of  1982,  however, 
because  of  the  increasing  problem  of  homelessness  in  San  Francisco,  private 
agencies  reached  the  limit  of  the  services  that  they  could  provide.  In 
response,  the  Mayor  and  the  Board  of  Supervisors  joined  with  the  private 
sector  to  provide  much  needed  assistance  to  the  homeless  (Appendix  3.1). 

In  December,  1982  official  City  policy  became  to  provide  shelter 
to  everyone  who  requested  such.  The  Mayor  established  a  Task  Force  for 
the  Homeless,  a  25  member  body  with  representatives  from  all  involved 
public  and  private  agencies,  "to  identify  the  problems  of  the  homeless 
and  to  develop  appropriate  shelter  space  and  other  services  needed  by 
that  population"  and  the  City  began  its  Shelter  for  the  Homeless  Program 
with  the  opening  of  four  shelters.  A  twenty- four  hour  "Housing  Hotline" 
was  established  to  facilitate  the  referral  of  homeless  persons  to  the 
shelters.  By  March,  1983  over  1200  homeless  persons  were  sheltered 
nightly  in  fourteen  facilities. 

Since  March,  1983  the  structure  of  the  shelter  program  has  changed 
and  evolved.  However,  the  City  has  remained  committed  to  providing 
shelter  to  everyone  who  requests  such.  Currently,  the  City  contracts 
with  four  agencies  to  provide  emergency  shelter  for  approximately  400 
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persons:  Episcopal  Sanctuary  (120  beds  for  men/women/families),  Hospitality 

House  (80  spaces  for  men) ,  St.  Vincent  de  Paul  (85  beds  for  men) ,  Salvation 

Army  (55  beds  for  men) ,  and  St.  Anthony's  (32  beds  for  women  and  youth) . 

The  City  also  contracts  with  thirteen  hotels  for  approximately  800  persons, 

primarily  families  and  single  adults  with  serious  mental  and  physical 

disabilities. 

The  cooperative  effort  between  the  public  and  private  sectors  that 
began  in  1982  continues  to  attempt  to  meet  the  needs  of  the  homeless. 
The  Mayor's  Task  Force  Shelter  Providers  Coalition,  established  in  1982 
and  composed  of  representatives  of  the  Mayor,  the  Department  of  Public 
Health,  the  Department  of  Social  Services,  the  Directors  of  the  major 
shelters,  and  other  interested  agencies,  meets  weekly  to  address  on-going 
daily  problems  of  providing  services  to  the  homeless.  The  Mayor's  Task 
Force  for  the  Homeless  meets  every  two  to  three  weeks.  The  Central  City 
Shelter  Network,  a  coalition  of  public  and  private  service  organizations 
located  in  the  Tenderloin/South  of  Market  Area,  meets  monthly  to  discuss 
homeless  issues. 

A  major  effort  to  provide  for  the  homeless  has  been  the  initiation 
of  an  intensified  effort  to  provide  financial  assistance  through  General 
Assistance  ("Welfare") .  Because  of  this  program,  the  General  Assistance 
caseload  has  increased  over  40%  since  December,  1982,  to  approximately 

10,000  monthly. 

Additional  services  available  to  the  homeless  include  free  food 
at  facilities  such  as  St.  Anthony's  Dining  Room,  which  feeds  approximately 
2000  to  2500  persons  daily,  and  Glide  Church,  which  feeds  approximately 
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2200  persons  daily,  free  clothing  through  facilities  such  as  St.  Anthony's 
and  Hospitality  House,  and  free  showers  (Appendix  3.2). 

Other  major  efforts  to  meet  the  needs  of  the  homeless  have 
included: 

•  for  mentally  disabled  persons  who  have  been  chronically  homeless, 
establishment  of  support  services  that  include  emergency 
shelter,  money  management,  crisis  counselling,  and  advocacy 
for  General  Assistance,  Aid  for  Dependent  Children,  and  Social 
Security  Insurance 

®  the  hiring  of  social  workers  for  each  of  the  four  City-supported 
emergency  shelters;  social  services  at  the  shelters  include 
needs  assessment,  counselling,  advocacy  to  benefit  programs, 
referrals  for  food,  clothing,  support  services,  and  substance 
abuse  programs 

©  A  City- funded  jobs  program  for  100  homeless  persons. 

Additional  programs  in  the  planning  phase  include: 
e  a  cooperative  program,  sponsored  by  Hospitality  House,  Salvation 
Army,  Saint  Anthony's  and  Saint  Vincent  de  Paul  Society,  to 
provide  stable  housing  and  support  services  for  homeless  persons 
(scheduled  for  September,  1984) 

®  establishment,  under  the  auspices  of  the  Department  of  Public 
Health,  of  "sober  hotels"  for  recovering  alcoholics  (scheduled 
for  January,  1985) 
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©  construction  by  the  Salvation  Army  of  an  Emergency  Family 
Shelter  for  50  families  with  children;  the  Shelter  has  been 
designed  to  include  an  office  for  medical  and  psychiatric 
treatment  (scheduled  for  June,  1986) . 
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X.  Applicant  Coalition 

Although  the  San  Francisco  Department  of  Public  Health  is  not 
submitting  this  application  as  part  of  a  coalition,  the  project  that 
has  been  proposed  is  the  result  of  a  cooperative  and  collaborative 
effort  with  numerous  public  and  private  agencies  that  predated  the 
announcement  of  the  grant  program. 

In  the  planning  and  development  of  this  application,  the  Department 
has  met  and  consulted  with  representatives  of  San  Francisco  General 
Hospital,  Central  Emergency,  Community  Mental  Health  Services,  North  of 
Market  Multipurpose  Senior  Service  Center,  South  of  Market  Health  Center, 
City  Clinic,  Saint  Anthony's  Clinic,  and  with  representatives  of  public 
and  private  agencies,  including  the  Mayor,  Department  of  Social  Services, 
Salvation  Army,  Saint  Vincent  de  Paul  Society,  Fpiscopal  Sanctuary, 
Hospitality  House,  San  Francisco  Support  Services,  Youth  Advocates,  and 
numerous  other  public  and  private  agencies.  All  of  these  organizations 
unanimously  supported  the  Department's  decision  to  apply  for  a  grant, 
as  it  was  recognized  that  efforts  to  improve  health  care  for  the  homeless 
should  be  coordinated  by  the  Department,  because  the  Department  is  the 
major  provider  of  health  services  for  the  homeless  and  indigent  in  San 
Francisco. 

A  spirit  of  cooperation  between  the  Department  and  public  and  private 
agencies  has  existed  throughout  the  enormous  task  of  assessing  the  medical 
problems  of  the  homeless  and  developing  plans  to  improve  health  care  to 
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the  homeless.  Physicians,  nurses,  administrators,  and  others  from  many 
different  programs  provided  valuable  assistance  in  collecting  data,  con- 
ducting interviews  and  developing  plans.  Thus,  the  Department's  proposal 
is  the  results  of  a  consensus  of  the  many  agencies  that  provide  services 
to  the  homeless,  and  is  a  "coalition"  proposal  in  planning  and  spirit. 
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XI.  Governance  Plan 

Describe  the  coalition's  plan  for  the  governance  of  the  proposed  project  and 
for  assuring  that  its  goals  are  net.  If  a  separate  governing  body  is  to  be 
formed,  indicate  how  it  will  relate  to  the  larger  coalition. 


See  pages  38-39 


XII.  Designated  Grantee  Organization 

Identify  the  designated  501(c)(3)  organization  which  will  receive  grant  funds. 
Indicate  the  authority  of  the  designated  organization  to  administer  funds  on 
behalf  of  the  Coalition's  project.  If  the  designated  organization  is  involved 
in  activities  other  than  this  grant,  explain  how  the  governing  body  of  the 
501(c)(3)  will  relate  organizationally  and  financially  to  the  governing  body  of 
the  Health  Care  for  the  Homeless  Program. 

The  San  Francisco  Department  of  Public  Health,  which  is  submitting  this 
application,  will  also  receive  and  administer  the  funds  that  are  awarded. 


38 


XI .  Governance  Plan 

The  project  will  be  directed  by  the  San  Francisco  Department  of 
Public  Health.  The  Project  Director  will  be  John  T.  Kelly,  M.D. ,  Ph.D., 
who  is  the  Medical  Director  of  the  Department's  Medically  Indigent  Adult 
Program,  the  Medical  Director  of  Central  Emergency,  Assistant  Clinical 
Professor  in  the  Department  of  Family  and  Community  Medicine  of  the 
University  of  California,  San  Francisco,  and  a  member  of  the  Board  of 
Directors  of  the  Episcopal  Sanctuary  shelter.  Dr.  Kelly,  a  practicing 
physician  and  an  administrator,  has  extensive  experience  in  providing 
medical  care  to  the  homeless  and  planning  medical  services  for  the  indigent. 
Placement  of  the  project  under  Dr.  Kelly  will  ensure  a  coordinated  approach 
between  the  project  and  other  Departmental  programs  for  the  homeless  and 
the  indigent.  The  Project  Director  will  report  to  the  Deputy  Director  in 
charge  of  all  community  health  programs. 

The  duties  of  the  Project  Director  will  include: 

®  assure  integration  of  the  program  in  the  Department  of 

Public  Health  system 
©  provide  direction  to  the  Department's  long-range  efforts 

to  improve  health  care  for  the  homeless 
9  negotiate  contracts  or  agreements  with  service  providers 
©  serve  as  Medical  Director  for  the  nurse  practitioners  in 

the  shelter  clinics 
©  supervise  ongoing  collection  of  data  regarding  the  medical 

problems  of  the  homeless 
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«  ongoing  review  of  the  effectiveness  of  the  health  services 
for  the  homeless. 

0  assure  timely  production  of  reports. 

The  Project  Director  will  be  assisted  by  two  advisory  bodies  that 
are  already  in  existence.  The  first  is  the  Medical  Advisory  Committee, 
which  consists  of  the  Medical  Directors  of  San  Francisco  General  Hospital 
(Emergency,  Outpatient,  Adolescent,  and  Inpatient  Services) ,  Community 
Mental  Health  Services,  North  of  Market  Multipurpose  Senior  Service  Center, 
South  of  Market  Health  Center,  and  Saint  Anthony's  Clinic.  The  second 
advisory  body  is  the  Community  Advisory  Committee,  which  consists  of  re- 
presentatives of  the  Mayor  and  the  Department  of  Social  Services,  as 
well  as  the  Directors  of  the  Salvation  Army,  Saint  Vincent  de  Paul  Society, 
Episcopal  Sanctuary,  Hospitality  House,  Saint  Anthony's  Foundation,  San 
Francisco  Support  Services,  Larkin  Street  Youth  Center,  and  other 
community  groups. 

The  Project  Director  will  be  assisted  by  a  Program  Development/ 
Evaluation  Specialist  in  the  Department  who  will  be  responsible  for 
developing  the  program  evaluation  component.  The  Project  Director  will 
also  be  assisted  by  clerical  staff  and  other  support  personnel  in  the 
Department. 
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XIII.  Project  Plan 

Describe  in  detail  the  principal  goals  and  objectives  of  your  project  for  pro- 
viding health  and  casework  services  to  homeless  persons.  Include  the  poten- 
tial number  of  homeless  persons  to  be  served.  Describe  how  you  plan  to  meet 
these  goals  and  objectives. 


See  pages  41-52 
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XIII.   Project  Plan 

Commitment  to  Health  Care  for  the  Homeless 

The  San  Francisco  Department  of  Public  Health  has,  over  the  course 
of  this  century,  been  in  the  forefront  of  an  ever-expanding  network  of 
health  services.  From  model  programs  in  vital  statistics,  environmental 
health,  and  other  services  during  the  early  1900 's,  the  Department  quickly 
expanded  to  include  some  of  the  country's  most  agressive  maternal  and 
child  health,  VD,  and  TB  programs,  a  model  long-term  care  institution,  as 
well  as  a  major  inpatient  and  outpatient  indigent  care  program.  As  funds 
became  available  for  community-based  mental  health  services,  the  Depart- 
ment actively  pursued  those  funds  and  built  one  of  the  largest  county- 
based  mental  health  systems  in  the  nation.  While  tax  problems,  exacerbated 
by  Proposition  13,  and  the  transfer  of  the  Medically  Indigent  Adult  Program 
from  the  state  to  the  counties  have  driven  many  counties  to  reduce  or 
abandon  their  direct  indigent  care  programs,  San  Francisco  has  maintained 
a  position  among  the  top  in  the  state  in  its  provision  of  medical  and 
psychiatric  services  to  public  beneficiaries  and  other  uncovered  poor 
such  as  the  homeless. 

Because  of  its  longstanding  commitment  to  providing  health  care  to 
the  indigent,  when  the  number  of  homeless  persons  in  San  Francisco  drama- 
tically increased  in  1982,  the  Department  played  an  active  role  in  the 
efforts  of  the  public  and  private  sectors  to  provide  essential  services 
to  the  homeless. 
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Recent  efforts  of  the  Department  to  assist  the  homeless  have  include: 

©  active  participation  in  the  Mayor's  Task  Force  on  the  Homeless 

o  providing  advice  and  assistance  in  addressing  the  health  problems 
in  the  shelters 

®  providing  supplies  to  the  shelters,  such  as  bandages,  wound-clean- 
ing solutions,  medications,  and  over  1000  cots 

®  assisting  in  the  preparation  of  a  "Survival  Sheet  for  the  Homeless" 
(Appendix  3.2) 

o  operating  a  medical  clinic  at  Grace  Cathedral  Emergency  Shelter 
(Appendix  2.4) 

©  providing  medical  supervision  and  supplies  to  student  nurses  from 
the  University  of  San  Francisco  who  ran  nightly  clinics  at  the 
four  major  shelters 

®  facilitating  referrals  from  the  shelters  to  Departmental  facilities 
such  as  San  Francisco  General  Hospital,  Community  Mental  Health 
Services  and  Central  Emergency 

®  providing  the  staffs  at  the  shelters  with  courses  on  the  recog- 
nition and  treatment  of  medical  and  psychiatric  emergencies, 
the  management  of  difficult  clients,  and  stress  reduction 

®  establishment  of  on-site  flu  immunization  programs  at  the  drop-in 
centers  for  the  homeless  at  the  St.  Vincent  de  Paul  Society  and 
Hospitality  House 

®  conducting  on-site  tuberculosis  screening  at  the  Salvation  Army. 

Other  important  efforts  of  the  Department  have  included  the  collection 
of  extensive  information  regarding  the  medical  problems  of  the  homeless 
and  their  utilization  of  services  (Appendix  2.1,  2.2,  2.3).  Various 
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researchers  in  the  Department  have  demonstrated  that: 

©  as  in  other  large  metropolitan  areas,  there  is  a  remarkably 
high  incidence  of  serious  physical  and  mental  illness  and 
substance  abuse  among  the  homeless  in  San  Francisco 
©  the  homeless  in  San  Francisco  are  extremely  heavy  users  of 
emergency,  outpatient,  and  inpatient  medical  and  psychiatric 
services 
®  despite  heavy  utilization  of  health  services,  the  homeless  often 
do  not  receive  appropriate  timely  interventions  and  often  suffer 
preventable  serious  problems  and  complications.  The  researchers, 
as  well  as  others  such  as  Francis  Curry,  M.D. ,  the  Director  of 
St.  Anthony's  Clinic  and  the  former  Director  of  the  San  Francisco 
Department  of  Public  Health,  have  repeatedly  concluded  that 
accessibility  of  services  is  a  key  factor  in  providing  health 
services  to  this  vulnerable  population,  and  that  health  services 
for  the  homeless  are  often  best  provided  in  conjunction  with 
other  essential  services  such  as  shelter,  food,  counselling, 
and  advocacy  (Schwartz  &  Goldfinger,  1981;  Kelly,  1984;  Goldfinger 
&  Chafetz,  1984;  Chafetz  &  Goldfinger,  1984) 

The  Department  is  pleased  that  the  Robert  Wood  Johnson  Foundation 
and  the  Pew  Memorial  Trust  announced  the  Health  Care  for  the  Homeless 
Program  at  this  time  because  it  has  provided  additional  encouragement  to 
existing  efforts  to  identify  and  address  the  medical  problems  of  the 
homeless.  Through  these  efforts  it  has  become  increasingly  apparent  that 
the  homeless  have  enormous  medical  and  psychiatric  needs  that  are  currently 
not  receiving  adequate  care  or  attention,  and  that  the  Department  must 
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re-evaluate  the  ways  in  which  it  provides  services  to  the  homeless.  A 
grant  from  the  Health  Care  for  the  Homeless  Program  would  be  enormously 
beneficial  to  the  Department  and  the  homeless  people  of  San  Francisco, 
because  it  would  enable  the  Department  to  provide  additional  direct  services 
to  the  homeless,  and  equally  important,  because  it  would  provide  information 
and  experience  that  would  serve  as  the  foundation  for  an  improved  system 
of  providing  medical  and  psychiatric  services  to  the  homeless. 

Goals  and  Objectives 

The  goals  and  objectives  of  the  Department's  "Sheltercare"  program 
are  to: 

©  increase  the  availability  and  accessibility  of  medical  and 

psychiatric  services  for  the  homeless 
®  increase  the  appropriateness  of  the  services  used  by  the  homeless 

for  their  medical  and/or  psychiatric  problems 
o  increase  the  continuity  of  medical  and  psychiatric  care  for  the 

homeless 
o  increase  the  sensitivity  of  professional  staff  to  the  special 

problems  and  needs  of  the  homeless 
®  increase  the  coordination  of  medical  and  psychiatric  services 

with  other  services  for  the  homeless,  including  shelter,  food, 

clothing,  social  services,  and  counselling 
©  generate  additional  information  regarding  the  medical  and 

psychiatric  problems  of  the  homeless  in  San  Francisco 
©  test  various  approaches  to  providing  medical  and  psychiatric 

care  to  the  homeless 
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©  identify  ways  to  improve  medical  and  psychiatric  services  to 

the  homeless 
©  increase  the  familiarity  of  the  various  branches  of  the  San 

Francisco  Department  of  Public  Health  with  the  dimensions, 

causes,  and  implications  of  the  health  problems  of  the  homeless 
•  increase  the  responsiveness  of  local,  state,  and  federal  agencies 

to  the  medical  and  psychiatric  needs  of  the  homeless. 

Project  Plan 

The  Department's  "Sheltercare"  project  will  consist  of  two  major 
components,  one  administrative  and  the  other  direct  patient  services. 

The  administrative  component,  under  the  supervision  of  the  Project 
Director,  will  design  and  facilitate  the  implementation  of  medical  and 
psychiatric  services  for  the  homeless,  collect  information  regarding  the 
medical  and  psychiatric  problems  of  the  homeless,  assess  the  adequacy  of 
different  approaches  to  providing  services  to  the  homeless,  and  identify 
ways  in  which  existing  and  new  resources  could  be  used  to  improve  health 
services  to  the  homeless. 

The  direct  patient  services  component,  established  through  contracts 
between  the  Department  and  various  provider  agencies,  will  establish  medical 
and  psychiatric  clinics  in  various  shelters  and  shelter  hotels,  expand  the 
adult  medical  services  at  St.  Anthony's  Clinic,  a  major  provider  of  medical 
and  support  services  for  the  homeless,  and  establish  a  medical  clinic  for 
homeless  youth  at  Larkin  Street  Youth  Center,  a  multiservice  center  for 
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homeless  youth. 

Shelter  Clinics 

Ihe  goal  of  the  shelter  clinics  is  to  establish  ongoing  medical  and 
psychiatric  services  at  the  major  shelters  for  the  homeless.  Ihe  medical 
objectives  of  the  shelter  clinics  are  to: 

®  identify  the  medically  disabled  (acute,  chronic)  within  the 

shelters  and  shelter  hotels 
©  develop  and  initiate  treatment  plans  for  the  medically  disabled 
•  facilitate  referrals  to  other  facilities  when  appropriate  (for 
example,  San  Francisco  General  Hospital,  South  of  Market 
Health  Center,  Central  Emergency,  St.  Anthony's  Clinic) 
®  follow-up  care  of  patients  discharged  from  other  facilities,  or 
who  are  unable  or  refuse  to  visit  other  facilities. 

The  psychiatric  objectives  of  the  shelter  clinics  are  to: 

9>   identify  the  psychiatrically  disabled  within  the  shelters  and 

shelter  hotels 
®  provide  psychiatric  crisis  availability  to  clients  and  staff 
©  develop  and  initiate  treatment  plans  for  the  psychiatrically 

disabled 
<d  provide  ongoing  psychiatric  treatment  and  follow-up  in  clinics 

located  within  the  shelters 
©  facilitate  access  to  existing  case  management,  money  management, 

and  social  service  advocacy  existing  in  the  shelter 
©  facilitate  appropriate  referrals  to  existing  mental  health  services, 
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including  inpatient  hospital  care,  residential  treatment,  day 
treatment,  outpatient  clinics,  and  recidivism  services 
o  provide  ongoing  monitoring  and  treatment  of  patients  who  require 
referral  to  higher  levels  of  care  but  who  will  not  accept 
referrals  or  who  cannot  keep  appointments 

St.  Anthony's  Clinic 

The  "Sheltercare"  program's  goal  for  St.  Anthony's  Clinic,  which  is 
already  a  major  provider  of  medical  services  to  the  homeless  and  indigent, 
is  to  double  the  hours  of  the  adult  medical  clinic,  so  that  the  clinic 
can  operate  weekday  afternoons  in  addition  to  weekday  mornings.  Existing 
services  that  will  be  expanded  include: 

©  health  screening  and  health  education 

©  drop-in  services,  for  attention  to  immediate  medical  problems 

o  comprehensive  primary  care,  including  routine  laboratory  evaluation 
and  free  medications 

©  referral  to  in-house  specialty  clinics  (Chest  Clinic,  Pediatric 
Clinic,  Family  Clinic,  Pediatric  Clinic) 

•  consultation  with  and  referral  to  appropriate  secondary  sources 
of  care,  including  San  Francisco  General  Hospital,  South  of 
Market  Health  Center,  Central  Emergency  and  Tenderloin  Mental 
Health  Clinic 

•  follow-up  care  of  patients  treated  elsewhere,  and  of  patients 
who  refuse  or  are  unable  to  be  treated  elsewhere 

©  referral  to  the  broad  range  of  other  free  services  offered  by 
St.  Anthony's  Foundation  on  premises,  including  food,  shelter, 
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clothing,  showers,  delousing,  laundry,  employment  assistance, 
and  counselling. 

Larkin  Street  Youth  Center  Clinic 

The  goal  of  the  "Sheltercare"  program  for  the  Larkin  Street  Youth 
Center  is  to  establish  a  medical  clinic  for  homeless  and  street  youth. 
The  medical  services  that  will  be  provided  will  include: 

©  attention  to  immediate  health  complaints,  including  crisis 

intervention,  treatment,  and  referral  to  appropriate  agencies 
©  health  assessment  and  screening  by  history,  physical  examination, 

and  laboratory  tests 
©  health  education  and  counselling 
©  ongoing  primary  care  for  defined  health  needs 
o  specialized  clinic  hours  for  health  problems  such  as  sexually 

transmitted  diseases  and  family  planning 
©  consultation  with  and  referral  to  appropriate  secondary 

sources  of  care,  including  San  Francisco  General  Hospital  and 

other  Public  Health  programs  including  those  addressing 

alcohol  and  substance  abuse  and  mental  illness 
©  psychiatric  consultation  and  evaluation  for  identified 

problem  cases 
©  integration  of  services  into  the  multi-service  program  at 

the  Larkin  Street  Youth  Center,  which  include  outreach, 

counselling,  food,  clothing,  shelter,  and  a  social  drop-in 

center . 
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Case  Management 

As  many  of  the  patients  have  chronic  problems,  careful  moni- 
toring, or  case  management,  is  essential  and  will  be  utilized  at 
each  of  the  clinics.   In  an  effort  to  provide  services  in  a  continuous 
manner,  a  system  of  tracking  patients  and  coordinating  patient  care 
will  be  established.  This  system  will  consist  of: 

o  developing  and  using  uniform  records  and  forms  at  all 

service  sites 
o  maintaining  daily  logs  of  all  patients  seen  at  each 

service  site 
o  utilizing  medical  records  with  a  comprehensive  up-to-date 

problem  list  for  each  patient 
o  using  standardized  referral  forms  for  medical  referrals 
o  maintaining  records  that  indicate  the  status  and  disposition 

of  each  medical  and  social  service  referral. 

Although  the  tracking  system  will  initially  be  manual,  it  is 
expected  that  the  system  can  be  computerized.  The  Department  of 
Public  Health  is  currently  working  with  various  providers  of  services 
to  the  homeless  on  a  grant  application  to  Apple  Computer  Corporation 
to  establish  a  network  of  computers  to  facilitate  case  management. 
Computerization  of  medical  and  social  service  records  will  also  help 
to  provide  better  data  to  assist  ongoing  assessment  of  the  needs  of 
the  homeless  and  monitoring  of  the  effectiveness  of  services. 
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All  of  the  sites  selected  for  the  shelter  clincis  have  strong 
social  service  programs  on  premises  to  assist  in  referrals  and 
advocacy  for  benefit  programs  such  as  General  Assistance,  Medi-Cal, 
food  stamps,  AFDC,  SSI,  and  Veteran's  benefits.   St.  Anthony's 
Foundation  and  the  Larkin  Street  Youth  Center  also  have  extensive 
social  service  programs.  Because  of  the  availability  of  these  programs 
on  premises,  the  staffs  of  the  clinics  will  have  considerable  ability 
to  improve  access  to  existing  public  benefit  programs  for  which  many 
homeless  persons  may  be  eligible.  The  coordination  of  health  services 
with  social  services  that  will  be  possible  in  the  clinics  should 
greatly  facilitate  case  management. 

Patient  Census 

As  a  result  of  the  clinics  that  will  be  established  through  the 
"Sheltercare"  program,  it  is  estimated  that  approximately  3000  different 
homeless  persons  will  be  treated  annually  at  the  shelter  clinics, 
that  St.  Anthony's  Clinic  will  be  able  to  treat  an  additional  1000 
different  homeless  persons  annually,  and  that  approximately  750  different 
homeless  youth  will  be  treated  each  year  at  the  Larkin  Street  Youth 
Center  Clinic 
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REFERRAL  PATTERNS 
FOR 

PSYCHIATRIC  PROBLEMS 


0       .    „     t  „   •  i.  n   Emergency  Department 
San  Francisco  General  Hospital:  x   I-  I 

_  _    Inpatient 


Community  Mental  Health  Services 


Shelter  Clinics 


Outreach 
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XXV.  Service  Sites 

Idenf ity  and  describe  the  specific  service  sites  to  be  supported  under  this 
project.  Explain  why  they  have  been  selected.  Indicate  whether  this  proposed 
project  represents  an  expansion  of  existing  services  in  these  locations,  or  the 
development  of  new  services. 


See  pages  54-56 


XV.  Service  Description  and  Schedules 

Describe  the  specific  health  and  casework  services  which  will  be  provided  at 
these  sites.  Detail  how  and  when  they  will  be  made  available  to  homeless  per- 
sons. Describe  any  outreach  activities  you  plan  to  conduct  in  addition  to  the 
on-site  services. 


See  pages  57-62 
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XIV.  Service  Sites 


Shelter  Clinics 


The  shelter  clinic  sites  have  been  selected  because  they  are  the 
largest  shelters  and  drop-in  centers  for  the  homeless,  and  because  large 
numbers  of  homeless  persons  currently  frequent  these  facilities.  All 
of  the  sites  are  familiar  and  accessible  to  the  homeless.  Providing 
services  in  conjunction  with  services  already  being  used  by  the  homeless 
will  encourage  utilization  of  health  services  and  will  facilitate  the 
providing  of  social  services  and  case  management.  All  of  the  clinical 
services  at  the  shelter  will  be  new. 

The  shelter  clinics  will  be  operated  daily,  Monday  through  Friday, 
at  the  St.  Vincent  de  Paul  Society  and  Hospitality  House,  and  on  a  rota- 
ting basis  several  nights  each  week  at  the  Salvation  Army  and  Hospitality 
House. 

The  St.  Vincent  de  Paul  Society,  a  multiservice  organization  active 
in  San  Francisco  since  1860,  provides  daytime  hospitality  and  referral 
to  over  300  clients  daily,  lodging  to  110  persons  nightly,  and  detoxifi- 
cation to  30  persons  each  day  at  its  facility  at  1175  Howard  Street. 
The  majority  of  its  clients  are  alcoholic  males. 

Hospitality  House,  in  existence  since  1967,  is  the  principal  drop- 
in  center  for  the  Central  City  community.  Over  300  persons  each  day 
visit  the  facility  at  146  Leavenworth  Street,  which  is  open  around  the 
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clock.  Services  include  recreational  activities,  social  service  referrals, 
free  clothing,  and  shelter  for  80  persons  nightly.  The  clients  at 
Hospitality  House  have  an  even  larger  incidence  of  mental  illness  than 
at  the  other  shelters. 

The  Salvation  Army,  which  has  been  active  in  San  Francisco  since 
1880,  provides  a  broad  range  of  social  services  to  the  indigent  and  shelters 
56  persons  nightly  at  341  Eddy  Street.  The  Fpiscopal  Sanctuary,  located 
at  174  8th  Street,  shelters  over  120  persons  nightly  and  feeds  over  370 
persons  daily. 

St.  Anthony's  Clinic 

St.  Anthony's  was  selected  because  it  is  a  major  provider  of  medical 
care  and  other  vital  services,  such  as  food,  clothing,  showers,  laundry, 
counselling,  and  shelter,  to  the  homeless  and  indigent. 

St.  Anthony's  Clinic  has  provided  free  medical  care  to  indigent 
patients  in  the  Tenderloin  area  for  more  than  twenty-five  years.  The 
Clinic  is  familiar  and  readily  accessible  to  the  homeless,  many  of  whom 
eat  daily  at  St.  Anthony's  Dining  Room,  which  feeds  2000  to  2500  persons 
daily.  The  adult  medical  clinic,  which  operates  weekday  mornings, 
evaluates  and  treats  over  700  patients  each  month,  with  approximately  35 
patients  at  each  clinic  session.  The  adult  medical  clinic  provides  a 
wide  range  of  services,  including  comprehensive  primary  care,  laboratory 
evaluations,  free  medications,  in-house  specialty  clinics  (chest  clinic, 
which  treats  approximately  100  patients  monthly;  pediatric  clinic,  which 
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treats  approximately  50  patients  each  month) ,  referrals  for  inpatient 
and  other  outpatient  services,  follow-up  care,  and  coordination  of 
medical  services  with  the  broad  range  of  social  services  available 
through  St.  Anthony's  Foundation. 

Expansion  of  the  hours  of  operation  of  the  adult  medical  clinic  at 
St.  Anthony's  will  significantly  improve  the  availability  of  medical  care 
to  the  homeless. 

Larkin  Street  Youth  Center 

The  Larkin  Street  Youth  Center,  at  1040  Larkin  Street,  was  selected 
because  it  is  a  multiservice  program  for  homeless,  street,  and  runaway 
youth  in  the  Tenderloin/Polk  Street  neighborhood.  The  Center  provides 
outreach,  counselling,  food,  clothing,  and  shelter  to  youth,  and  coor- 
dinates its  activities  with  other  service  organizations  that  work  with 
homeless  youth,  including  Hospitality  House,  Diamond  Street  Youth  Shelter, 
Huckleberry  House,  and  the  Center  for  Special  Problems  Sexual  Minority 
Youth  Program. 

Homeless  youth  have  unique  medical  and  mental  health  problems  that 
can  best  be  treated  by  clinicians  experienced  in  providing  services  to 
this  population.  Providing  health  services  in  conjunction  with  the  other 
programs  at  Larkin  Street  will  greatly  increase  the  accessibility  of  health 
services  to  this  vulnerable  population.  Homeless  youth  are  an  especially 
important  group  to  serve,  because,  with  early  intevention,  it  is  likely  that 
many  of  the  homeless  youth  can  be  prevented  from  ultimately  becoming  impaired 
and  homeless  adults. 
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XV.  Service  Description  and  Schedules 

Shelter  Clinics 

The  clinics  at  St.  Vincent  de  Paul  Society  and  Hospitality  House 
will  operate  weekdays,  for  four  hours  each  day.  The  clinics  at  the 
Salvation  Army  and  Episcopal  Sanctuary  will  operate  on  a  rotating  basis, 
several  evenings  each  week. 

The  staff  of  the  clinics  will  consist  of  a  medical  director,  who 
is  also  the  Project  Direct,  0.4  FTE  psychiatrist,  1.0  FTE  volunteer 
physicians,  2.0  FTE  medical  nurse  practitioners,  1.0  FTE  psychiatric  nurse 
practitioners,  2.0  FTE  licensed  mental  health  workers,  2.0  FTE  nurse 
practitioner  graduate  students,  1.0  FTE  medical  students,  and  1.0  FTE 
nursing  students.  All  of  the  salaried  staff  will  have  extensive  prior 
experience  with  providing  medical  or  psychiatric  care  to  the  homeless. 

The  clinic  staff  will  work  closely  with  the  other  staff  at  the 
shelters,  with  the  goal  of  providing  as  comprehensive  care  as  possible 
to  meet  the  enormous  medical,  psychiatric,  and  other  needs  of  this 
population.  Case  management  strategies  and  techniques  will  be  employed 
for  individuals  with  especially  high  risks. 

The  medical  services  to  be  provided  at  the  shelter  clinics  will 
include: 

•  identification  of  the  medically  disabled  within  the  shelters 
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and  shelter  hotels: 

1.  receive  self-referrals  while  the  clinics  are  in 
session 

2.  receive  referrals  from  shelter  workers  and  the  staffs 
of  the  shelter  hotels  regarding  individuals  who  appear 
to  be  medically  disabled 

3.  receive  referrals  from  emergency,  outpatient,  and 
inpatient  services 

4.  develop  ongoing,  trusting  relationships  with  clients, 
shelters,  and  referral  agencies 

»  development  and  initiation  of  treatment  plans  for  the  medically 
disabled: 

1.  identify  acute  and  chronic  medical  conditions 

2.  treatment  of  acute  and  chronic  problems 

3.  facilitate  access  to  existing  case  management,  money 
management,  and  social  service  advocacy  existing  in 
the  shelters 

4.  make  referrals  to  other  medical  facilities  when 
appropriate 

5.  folow-up  care  of  patients  discharged  from  other 
facilities,  or  who  are  unable  or  refuse  to  visit 
other  facilities 

«  development  of  preventive  measures: 

1.  conduct  health  screening  for  conditions  such  as 
hypertension,  diabetes,  substance  abuse,  and  tuberculosis 

2.  provide  immunization  such  as  tetanus,  influenza,  and 
Pneumovax 
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The  psychiatric  services  to  be  provided  will  include: 
•  identification  of  the  psychiatrically  disabled  within  the 
shelters  and  shelter  hotels: 

1.  receive  self-referrals  while  the  clinics  are  in 
session 

2.  receive  referrals  from  shelter  workers  and  the  staffs 
of  the  shelter  hotels  regarding  inviduals  who  appear 
to  be  mentally  disabled 

3.  receive  referrals  from  the  psychiatric  emergency, 
outpatient,  and  inpatient  services 

4.  provide  outreach  services  to  the  mentally  ill 

5.  develop  ongoing  trusting  relationships  with  clients, 
staff,  and  referral  agencies 

®  providing  psychiatric  crisis  availability  to  clients  and  staff 
9>   development  and  initiation  of  treatment  plans  for  the  psychia- 
trically disabled: 

1.  assess  mental  status  and  diagnose  existing  psychiatric 
problems 

2.  establish  and  initiate  a  treatment  plan,  including 
plans  for  medications 

3.  establish  a  therapeutic  relationship  and  develop 
rapport 

®  providing  ongoing  psychiatric  treatment  and  follow-up  in  clinics 
located  within  the  shelters: 

1.  provide  ongoing  medication  monitoring 

2.  provide  continuity  of  therapeutic  relationship 

3.  provide  limited  case  management  services  necessary  in 
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maintain  treatment  and  make  appropriate  referrals 
9   facilitating  appropriate  referrals  to  existing  mental  health 
services,  including  inpatient  hospital  care,  residential  treat- 
ment, day  treatment,  outpatient  clinics,  and  recidivism  services 

•  providing  ongoing  monitoring  and  treatment  of  patients  who 
require  referral  to  higher  levels  of  care  but  who  will  not 
accept  referrals  or  who  cannot  keep  appointments 

•  development  and  initiation  of  preventive  measures: 

1.  identify  clients  with  emerging  problems  that  can  be 
prevented 

2.  provide  instruction  to  the  shelter  staff  on  the 
identification  and  management  of  mental  health  problems 

3.  facilitate  stress  reduction  among  clients  and  staff. 

St.  Anthony's  Clinic 

St.  Anthony's  adult  medical  clinic  will  be  expanded  from  its  current 
schedule  of  operating  weekday  mornings  to  a  schedule  in  which  it  will  be 
open  mornings  and  afternoons  every  weekday.  The  afternoon  clinic  will 
be  staffed  with  0.5  FTE  physician,  0.2  resident  physician,  and  1.0  FTE 
nurse  coverage. 

Services  in  the  adult  medical  clinic  will  include: 

a  health  screening  and  health  education 

©  drop-in  services,  for  attention  to  immediate  medical  problems 

©  comprehensive  primary  care,  including  routine  laboratory 
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evaluation  and  free  medications 
©  referral  to  in-house  specialty  clinics 
©  consultation  with  and  referral  to  appropriate  secondary  sources 

of  care 
©  follow-up  care  of  patients  treated  elsewhere,  and  of  patients 

who  refuse  or  are  unable  to  be  treated  elsewhere 

•  referral  to  the  broad  range  of  other  free  services  offered  by 
St.  Anthony's  Foundation  on  premises,  including  food,  shelter, 
clothing,  shower,  delousing,  laundry,  employment  assistance, 
and  counselling. 

Larking  Street  Youth  Center  Clinic 

The  clinic  at  Larkin  Youth  Center,  which  will  operate  weekday  evenings, 
will  be  staffed  by  0,5  FTE  nurse  practitioner  and  0.2  FTE  physician,  each 
of  whom  will  have  extensive  experience  in  adolescent  medicine.  The 
medical  services  that  will  be  available  will  include: 

©  attention  to  immediate  health  complaints,  including  crisis 
intervention,  treatment,  and  referral  to  appropriate  agencies 

m   health  assessment  and  screening  by  history,  physical  examination, 
and  laboratory  tests 

•  health  education  and  counselling 

a  ongoing  primary  care  for  defined  health  needs 

©  specialized  clinic  hours  for  health  problems  such  as  sexually 

transmitted  diseases  and  family  planning 
©  consultation  with  and  referral  to  appropriate  secondary  sources 

of  care,  including  those  addressing  alcohol  and  substance  abuse 
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©  psychiatric  consultation  and  evaluation  for  identified  problem 

cases 
9   integration  of  services  into  the  multi-service  program  at  the 

Larkin  Street  Youth  Center,  which  includes  outreach,  counselling, 

food,  clothing,  shelter,  and  a  social  drop-in 
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XVI .  Personnel 

Describe  the  types  of  personnel  which  will  give  these  services.  Describe  the 
functions  of  the  project  director  and  each  member  of  the  health  service  team. 
Attach  to  the  application  as  Appendix  4  job  descriptions  for  key  personnel  in 
the  project. 


See  pages  64-66 


XVII.  Staff  Burn-out 

Describe  your  plans  to  protect  staff  from  work  frustration  and  burn-out. 


See  pages  67 
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XVI.   Personnel 

The  shelter  clinics  will  include  a  medical  director,  a  supervising 
psychiatrist,  volunteer  physicians,  medical  and  psychiatric  nurse  prac- 
titioners, licensed  mental  health  workers,  nurse  practitioner  trainees, 
medical  students,  and  nursing  students.  This  staffing  pattern,  which 
relies  heavily  on  non-physician  and  voluntary  personnel,  was  adopted 
because  it  was  judged  to  be  a  cost-effective  means  of  providing  services. 
All  salaried  staff  will  have  extensive  experience  in  providing  medical 
or  psychiatric  services  to  the  homeless. 

The  medical  director,  who  is  also  the  Project  Director,  will  design 
the  clinics,  establish  policies  and  procedures,  and  supervise  the 
volunteer  physicians,  medical  nurse  practitioners,  and  supervising 
psychiatrist.  The  supervising  psychiatrist  will  supervise  the  mental 
health  component  of  the  clinics,  which  includes  psychiatric  nurse  prac- 
titioners, psychiatric  nurse  practitioner  trainees,  and  licensed  mental 
health  workers.  All  of  the  staff  will  provide  direct  patient  services. 

At  St.  Anthony's  Clinic,  the  personnel  supported  by  the  grant 
program  will  include  a  physician,  a  medical  resident  and  registered  nurses. 
All  of  these  staff  will  provide  direct  patient  services,  under  the  super- 
vision of  the  Medical  Director  of  the  Clinic,  according  to  existing 
policies  and  procedures. 

At  the  Larkin  Street  Youth  Center  Clinic,  the  staff  will  consist 
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of  a  physician  and  a  nurse  practitioner,  each  of  whom  have  training  in 
adolescent  health  and  extensive  experience  in  caring  for  homeless  youth. 
The  physician,  with  the  assistance  of  the  nurse  practitioner,  will 
design  the  clinic,  establish  policies  and  procedures,  and  prepare  protocols 
for  the  nurse  practitioner.  The  physician  and  the  nurse  practitioner 
will  both  provide  direct  patient  services. 

Ancillary  personnel,  such  as  social  workers  and  clerical  staff, 
are  not  being  funded  through  this  grant  because  all  of  the  clinic  sites 
already  have  such  staff  and  will  make  them  available  to  the  clinics 
without  cost  to  the  program. 
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XVII.  Staff  Burn-Out 

Although  there  is  a  high  risk  of  work  frustration  and  burn-out 
in  providing  services  to  the  homeless,  the  risks  can  be  minimized  by 
careful  selection  of  staff  and  ongoing  support  efforts  for  the  staff. 

As  much  as  possible,  the  staff  should  have  prior  experience  in 
working  with  the  homeless  and  should  have  a  clear  understanding  of  the 
problems  associated  with  providing  services  to  this  population.  San 
Francisco  is  fortunate  in  having  many  capable  professionals  with 
extensive  experience  in  and  commitment  to  working  with  the  homeless. 

Support  efforts  for  the  staff  should  include  thorough  orientation, 
weekly  or  biweekly  staff  meetings  to  discuss  issues  regarding  the  program 
and  problems  with  individual  clients,  involvement  of  the  staff  in  decision- 
making, and  ongoing  in-service  training  programs. 

The  Department  of  Public  Health  recently  presented  a  program  for 
the  shelter  providers  on  mental  health  problems  and  stress  reduction 
(Appendex  7).  The  program  taught  information  and  techniques  that 
should  help  reduce  work  frustration  and  burn-out.  This  program  can 
service  as  a  model  for  future  in-service  training. 
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XVIII.  Participating  Organizations 

Identify  the  specific  hospitals,  health  centers,  and  agencies  which  will  par- 
ticipate in  this  project.  Explain  why  they  have  been  selected.  Attach  to 
the  application  as  Appendix  5  a  letter  of  agreement  from  each  of  these  par- 
ticipants confirming  their  involvement  and  specifically  describing  their 
function  and  responsibilities.  Attach  as  Appendix  6  a  diagram  showing  the 
formal  relationships  between  the  relevant  parties  involved.  Include  the 
coalition,  governing  body  and  service  sites. 


See  pages  69-70 


XIX.  Continued  Support 

Explain  the  Coalition's  general  plan  and  expectations  for  sustaining  services 
beyond  the  four -year  project  period.  [Funding  for  the  second  24-month  period 
will  be  contingent  upon  an  evaluation  of  performance  by  the  Program  staff  and 
National  Advisory  Committee,  as  well  as  a  review  of  the  coalition's  plan  and 
progress  towards  sustaining  services,  in  whole  or  in  part,  beyond  the  four- 
year  period  of  support. ] 


See  page  71 
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XVIII.  Participating  Organizations 

The  governing  body  and  the  service  sites  that  will  participate 
in  this  project  have  been  described  fully  in  Sections  XI,  XIII,  and  XIV. 
Appendix  5  contains  letters  of  agreement  from  each  of  the  participating 
agencies.  Appendix  6  shows  the  formal  relationships  between  the  relevant 
organizations. 

All  of  the  service  sites  will  have  ready  access  to  a  wide  variety 
of  Department-funded  agencies,  such  as  San  Francisco  General  Hospital, 
Community  Mental  Health  Services,  Central  Emergency,  North  of  Market 
Multipurpose  Senior  Service  Center,  and  South  of  Market  Health  Center. 
County  policy  in  San  Francisco  is  that  all  health  services  for  medically 
indigent  adults  are  provided  by  the  Department  of  Public  Health  at 
Department-funded  facilities.  Access  to  these  services  is  available  to 
everyone,  regardless  of  ability  to  pay.  Consequently,  formal  letters  of 
agreement  from  the  hospitals  and  health  centers  which  will  be  an  integral 
part  of  the  comprehensive  services  provided  through  the  program  are  not- 
necessary. 

All  of  the  services  supported  by  the  grant  will  be  provided 
through  contracts.  The  services  at  St.  Anthony's  Clinic  will  be  provided 
through  contract  with  the  St.  Anthony's  Foundation.  The  services  at 
the  shelter  clinics  and  the  Larkin  Street  Youth  Center  will  also  be 
provided  through  contracts.  Several  agencies,  including  the  San 
Francisco  Medical  Center  Outpatient  Improvement  Corporation,  have  expressed 
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strong  interest  in  contracting  with  the  Department  to  provide  these 
services.  However,  because  the  Department  is  currently  conducting  a 
major  review  of  the  agencies  through  which  all  contractual  services  are 
provided,  the  specific  agency  with  which  the  Department  will  contract  for 
the  shelter  clinics  has  not  been  selected. 
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XIX.  Continued  Support 

The  Department  of  Public  Health  recognizes  that  current  services 
for  the  homeless  are  inadequate  to  meet  their  needs  for  health  care. 
Representatives  of  the  Mayor  and  the  Board  of  Supervisors  are  also 
keenly  sensitive  to  the  health  needs  of  the  homeless. 

The  Department  expects  that  the  proposed  project  will  provide: 
o  crucial  information  regarding  the  medical  problems  and 

needs  of  the  homeless 
o  opportunities  for  ongoing  review  of  the  relative  effectiveness 

of  different  strategies  for  providing  health  care  to  the 

homeless 
o  much  needed  direction  to  the  Department's  long  range  efforts 

to  improve  health  care  for  the  homeless. 

The  Department  has  a  large  professional  staff  and  substantial 
discretionary  revenue  that  provides  it  with  considerable  flexibility 
in  redirecting  its  resources  to  the  project.  The  Department  also 
expects  that  resources  to  augment  the  funds  received  from  the  grant 
will  become  available  before  the  end  of  the  four-year  period  of  support 
and  that  the  City  will  provide  continued  support  beyond  the  end  of  the 
four-year  period  to  the  Department's  effort  to  expand  medical  services 
to  the  homeless. 
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XX.  Governance,  Planning,  and  Oversight  Activities 

Over  the  4-year  grant  period,  up  to  $200,000  may  be  sought  for  activities 
related  to  planning,  governance  and  oversight.  If  you  intend  to  seek  these 
funds  under  this  grant,  describe  how  you  intend  to  use  them,  and  how  this  use 
will  complement  the  health  care  project.  Refer  to  Budget,  Section  XXIV,  for  a 
description  of  these  activities. 


See  page  75 


XXI.  Specific  Considerations 

Specifically  describe  how  and  to  what  extent  you  are  addressing  each  of  the 
following  points,  if  not  already  discussed. 

•  The  potential  number  of  homeless  persons  to  be  served  under  your  project. 


See  XIII. 

The  ability  at  the  project  sites  to  provide  health  services  in  a  continuous 
manner  to  a  known  population  of  homeless  persons. 


See  XIII. 
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XX.  Governance,  Planning,  and  Oversight  Activities 

The  Department  of  Public  Health  is  requesting  no  funds  for 
activities  related  to  planning,  governance,  and  oversight.  With  the 
exception  of  unavoidable  overhead  expenses  and  travel  funds  for  the 
Project  Director,  all  of  the  resources  received  from  the  Program  will 
be  used  for  providing  direct  patient  services.  This  approach,  which 
takes  advantage  of  the  administrative  resources  of  the  Department  and 
its  capability  of  providing  in-kind  contributions  of  personnel,  allows 
as  much  of  the  grant  as  possible  to  be  used  in  providing  the  on-site 
services  that  are  so  keenly  needed  by  the  homeless. 
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.  The  ability  to  improve  access  to  existing  public  benefit  programs  for  which 
homeless  persons  may  be  eligible  (e.g.  SSI,  Medicaid,  Veteran's  benefits). 


See  XIII. 


The  commitment  of  other  not  previously  available  state,  local  and  private 
funds  and  resources  to  meet  the  basic  needs  of  the  homeless  at  the  sites 
funded  under  this  program  (e.g.  food,  shelter,  employment  assistance),  or  to 
develop  additional  health  service  sites. 


See  XIX. 


The  ability  to  assure  access  to  additional  health  and  other  services  needed 
by  homeless  persons  that  are  not  available  at  the  sites  (for  example, 
referrals  to  local  public  health  agencies  dealing  with  communicable  diseases 
and  to  alcohol  and  drug  abuse  programs). 


See  XIII. 
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The  active  involvement  and  participation  of  local  and  state  governments. 


See  III,  IX,  Appendix  3.1 


The  active  involvement  and  participation  of  hospitals  in  developing  and 
administering  service  projects. 


See  X. 


The  establishment  of  arrangements  for  inpatient  hospital  care  for  persons 
referred  by  the  clinic  sites. 


See  XIII,  XVIII,  Appendix  6. 
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XXII.  Work  Plan 

Include  a  timetable  for  implementation  of  the  project  objectives.  It  should 
describe  actual  activities  that  we  can  see  at  specific  times  during  the  grant 
period  and  that  represent  progress  toward  attainment  of  your  objectives. 


See  page  77 


XXII.  Work  Plan 


1984 


77 


July-September       Continuation  of  intensive  planning 
Negotiation  of  contracts  to  provide 
health  services 


October-Dec ember 


Design  services 
Recruit  staff 


1985 


January- February 


March- 


Hire  staff 

Begin  health  services  at  all  sites 

Ongoing  monitoring  of  programs, 
introduction  of  changes  as  appropriate, 
continuation  of  long-range  planning 
efforts  on  health  care  for  the  homeless 


1986 


Completion  of  report  on  the  Department 
of  Public  Health's  long-range  plans 
to  provide  health  care  to  the  homeless 


January-February 


July- 


Budget  request  to  City  to  augment 
medical  services  funded  by  the 
Program 

With  City  funds,  expand  services  for 
the  homeless,  including  expanded 
case  management 


1987 


February- 


Budget  request  to  City  for  additional 
resources  to  provide  medical  services 
for  the  homeless 


July- 


With  City  funds,  expand  services  for 
the  homeless 


1988 


February- 


Budget  request  to  City  to  provide 
support  for  activities  previously 
funded  by  the  Program 
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XXIII.  Map 

Mark  the  boundaries  of  the  service  delivery  area  of  your  project  on  a  map. 
Locate  and  identify  the  participating  service  delivery  sites,  hospitals, 
organizations,  and  agencies  on  the  map.  Reduce  the  map  to  fit  on  this  page. 


See  page  79 


KEY 


J  Heal th  Services 

]  Shelter 

J  Youth  Services 

J  Food,  only 

~J  Senior  Services 


^fc^^fc  Tenderloin  Area 
—  —  —South  of  Market  Area 
X  |  District  Police  Station 


♦ 
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XXIV.  Budget 

The  budget  included  in  the  application  indicates  the  format  in  which  costs 
associated  with  the  program  should  be  identified.  Use  the  form  of  the  budget 
in  the  application  as  a  model  for  each  year's  funding.  Include  a  separate 
form  for  each  of  the  four  years.  Applicants  will  be  eligible  for  grants  of  up 
to  a  total  of  $1.4  million  each  over  four  years.  Up  to  $200,000  of  that 
amount  may  be  used  to  support  the  planning  and  oversight  activities  of  the 
city-wide  coalition  and  project  governing  body.  These  activities  may  include 
coordination,  monitoring  and  oversight  of  the  city-wide  project;  developing 
surveys,  needs  analysis,  action  plans,  and  resource  materials;  organizing  con- 
ferences, seminars,  and  meetings  to  study  homeless  issues;  development  and 
implementation  of  plans  to  sustain  services  beyond  the  four -year  project 
period.  The  balance  of  the  grant  must  be  used  to  support  the  delivery  of  ser- 
vices. (Alternatively,  all  funds  can  be  used  for  direct  service  delivery.) 

Although  there  will  be  only  a  single  application  process  for  this  program, 
funding  will  be  in  to*>  24-month  cycles.  Funding  for  the  second  24-roonth 
period  will  be  contingent  upon  an  evaluation  of  performance  by  the  Program 
staff  and  National  Advisory  Committee,  as  well  as  review  of  the  coalition's 
plan  and  progress  towards  sustaining  services,  in  whole  or  in  part,  beyond  the 
four -year  period  of  support.  The  budget  section  of  the  application  must  also 
include  a  "budget  narrative"  which  relates  the  cost  factors  to  the  programatic 
activities.  The  following  guidelines  include  those  items  to  be  explained  in 
the  narrative  portion  of  the  budget. 

A)  Personnel  &  Fringe  Benefits;  Please  list  by  name  (if  known)  and/or  program 
title  in  the  budget.  The  project  functions  and  responsibilities  for  which 
support  is  being  requested  should  be  described  in  the  narrative. 

B)  Supplies:  All  administrative  items  should  be  presented  and  explained  in 
this  category.  The  basis  for  computation  of  the  items  listed  should  also 
be  included.  Medical  supplies  should  be  itemized  in  a  separate  list. 

C)  Office  Operations;  The  projected  expenditures  for  printing  and  dupli- 
cating, telephone,  postage,  and  computer  costs,  if  applicable,  should  be 
provided,  as  well  as  the  method  used  to  determine  each  of  these  items. 

D)  Transportation ;  Estimated  local  travel  expenses  in  transporting  homeless 
persons  between  project  sites  and  other  service  centers  in  attainment  of 
health  delivery  goals  should  be  detailed  in  the  budget  narrative. 

E)  Project  Staff  Travel;  Estimated  travel  expenses  (including  local  travel) 
should  be  shown  for  each  program  staff  member  as  well  as  a  brief  justifica- 
tion for  the  request.  Local  travel  allowance  is  to  be  based  on  the 
grantee's  current  cost  formula.  Include  costs  for  two  representatives  from 
your  project  to  attend  the  yearly  national  meeting  @  $780/person. 
Attendance  at  any  two  professional  meetings  that  relate  to  the  Health  Care 
for  the  Homeless  Program  can  be  budgeted  in  the  line  item.  Two  meetings 
per  year  at  $880  per  meeting  are  allowable. 
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F)  Consultant  Travel;  The  travel  oosts  and  per  diem  should  be  shown  in  detail 
for  each  consultant. 

G)  Indirect  Costs;  This  line  is  calculated  as  follows: 

1)  Space  not  included  as  a  separate  line  item  —  9%  of  items  A)  through  F). 

2)  Space  included  as  a  separate  line  item  —  4%  of  items  A)  through  F). 
See  line  J)  for  calculation  of  space  rental. 

H)  Consultant  Honoraria:  The  fees  are  not  to  exceed  $200  per  day  for  a  con- 
sultant. The  balance  of  any  fee  that  exceeds  $200  per  day  must  be  funded 
through  resources  other  than  grant  funds. 

I)  Equipment;  A  limited  amount  of  equipment  can  be  shown  in  the  budget.  The 
narrative  should  contain  a  full  justification  of  need  for  said  equipment. 

J)  Space  Rental;  If  included,  this  figure  should  represent  5%  of  total 

salaries  plus  fringe  benefits.  Since  this  is  not  considered  a  direct  cost, 
overhead  should  not  be  calculated  on  this  line  item. 


Total  Yearly  Budget:  The  sum  of  all  lines  A)  through  J). 

Any  subcontract  to  be  supported  on  this  grant  needs  to  be  submitted  to  both  the 
program  staff  and  Foundations  for  review. 

Non-Allowable  Expenses:  Grant  funds  may  not  be  used: 

1)  To  renovate  or  alter  exising  facilities. 

2)  To  construct  new  facilities. 

3)  As  a  substitute  for  funds  currently  being  used  to  support  similar  activi- 
ties. 

4)  To  reduce  on-going  deficits  for  pre-existing  operations. 

5)  As  a  recurring  revenue  (and,  therefore,  as  a  reduction  of  third-party 
reimbursement) . 
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XXIV.   Budget 


A.  Administrative/Planning 

During  the  planning  period  from  July  through  December, 
1984,  and  throughout  the  four-year  duration  of  the  Program, 
the  salaries  and  fringe  benefits  of  the  Project  Director/ 
Medical  Director,  Health  Program  Planner,  and  Clerk  Typist, 
as  well  as  the  costs  of  administrative  supplies  and  office 
operations,  will  be  supported  by  the  San  Francisco  Department 
of  Public  Health,  without  cost  to  the  Foundation. 

The  only  administrative  costs  to  be  borne  by  the  Foundation 
will  be  the  expenses  for  two  representatives  of  the  Program 
to  attend  the  yearly  national  meeting  (@  $780/person)  and  the 
expenses  to  attend  annually  two  professional  meetings  that 
relate  to  the  Health  Care  for  the  Homeless  Program  (@  $880/person. 

E.  Health  Service  Delivery 
Grant  Year  1 

Clerk  Typists 

The  salaries  of  0.25  FTE  clerk  typists  at  four  sites, 
St.  Vincent  de  Paul  Society,  Hospitality  House,  St. 
Anthony's  Clinic,  and  Larkin  Street  Youth  Center,  will 
be  provided  as  "in-kind"  contributions  by  each  of 
these  agencies,  without  cost  to  the  Foundation. 


83 
Physicians 

The  salaries  of  0.4  FTE  physician  at  the  shelter 
clinics,  0.5  FTE  physician  at  St.  Anthony's  Clinic, 
and  0.2  FTE  physician  at  Larkin  Street  Youth  Center 
Clinic  will  be  supported  by  the  Foundation.  The 
salaries  of  1.0  FTE  physicians  at  the  shelter  clinics 
will  be  supported  as  "in-kind"  contributions  by  the 
San  Francisco  Department  of  Public  Health. 

Nurse  Practitioners 

The  salaries  of  3.0  FTE  nurse  practitioners  at  the 
shelter  clinics  and  0.5  FTE  nurse  practitioner  at 
Larkin  Street  Youth  Center  Clinic  will  be  supported 
by  the  Foundation. 

Nurse 

The  salaries  of  1.0  FTE  nurse  at  St.  Anthony's  Clinic 
will  be  supported  by  the  Foundation. 

Supervising  Clinicians 

The  salaries  of  2.0  FTE  supervising  clinicians  (licensed 
mental  health  workers)  at  the  shelter  clinics  will  be 
supported  by  the  Foundation. 

Resident  Physician 

The  salary  of  0.2  FTE  resident  physician  at  St.  Anthony's 
Clinic  will  be  supported  by  the  Foundation. 
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84 
Graduate  Student  Nurses 

Stipends  for  2.0  FTE  graduate  student  nurses  (nurse 
practitioner  trainees)  at  the  shelter  clinics  will 
be  supported  by  the  Foundation. 

Fringe  Benefits 

Fringe  benefits  for  employees  of  the  San  Francisco 
Department  of  Public  Health  are  27%.  Fringe  benefits 
of  employees  supported  through  contract  are  17%.  All 
of  the  employees  at  the  Health  Service  Delivery  sites 
supported  by  the  Foundation  will  be  hired  on  a  contrac- 
tual basis,  and  will  receive  fringe  benefits  of  17%. 

Medical  Supplies 

During  the  first  year  of  the  grant  program,  resources 
from  the  Foundation  will  be  used  to  contribute  to  the 
purchase  of  equipment  such  as  otoscope/ophthalmoscopes 
(5  sets)  sphygmomanometers  (5) ,  and  basins,  and  supplies 
such  as  medications  and  dressings.  During  the  second 
through  fourth  years  of  the  qrant  program,  medical 
equipment  and  supplies  will  be  provided  as  "in-kind" 
contributions  from  the  San  Francisco  Department  of 
Public  Health  and  St.  Anthony's  Clinic. 

Adminstrative/Office  Supplies 

Office  supplies  as  well  as  printing  and  mailing  costs 
will  be  provided  as  "in-kind"  contributions  by  the 


San  Francisco  Department  of  Public  Health  and  by  the 
agencies  operating  each  of  the  clinics. 

Indirect  Costs 

Ihe  City  and  County  of  San  Francisco  assesses  a  2%  fee 
on  all  grants  recieved  by  municipal  agencies,  including 
the  Department  of  Public  Health.  A  contractor's  fee 
of  9%  is  assessed  by  the  agencies  with  which  the 
Department  of  Public  Health  will  contract  to  provide 
services.  Thus,  indirect  costs  will  total  11%. 

Grant  Years  2-4 

Services  supported  by  the  Foundation  during  the  second 
through  fourth  years  of  the  grant  will  be  the  same  as 
during  the  first  year,  with  the  exception  that  medical 
supplies  and  the  salary  of  the  resident  physician  at 
St.  Anthony's  Clinic  will  be  provided  by  the  San  Francisco 
Department  of  Public  Health.  An  annual  inflation  factor 
of  5%  was  used  to  calculate  expenses. 
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A.      PERSONNEL 

HEALTH   SERVICE 
DELIVERY 

COALITION   PLANNING 
OVERSIGHT 

(list  name   and   title) 

1 
time 

>Foundation 

Other 
Support 

Foundation 

Uther 
Suppo: 

Project  Director /Medical  Director 

0.25 

t 

8470 

Health  Program  Planner 

0.25 

4135 

Senior  Clerk  Typist 

0.25 

2230 

Physician 

0.25 

7275 

FRINGE   BENEFITS    (      %) 

5242 

SUBTOTAL  PERSONNEL: 

27352 

B.       SUPPLIES 

□ 

Medical 

n 

Administrative /Office 

44 

2000 

C.      OFFICE  OPERATIONS (detailed   in  n 

1  / 

arra 

tive) 

D.      TRANSPORTATION 

E.      PROJECT   STAFF  TRAVEL 

Annual  Meeting 

Professional  Meeting 

Local   Travel 

F.      CONSULTANT  TRAVEL   &   PER  DIEM 

G.       INDIRECT   COSTS    (A-F) 

H.       CONSULTANT  HONORARIA 

I.      EQUIPMENT 

J.       SPACE   RENTAL 

TOTAL   YEARLY   BUDGET: 

29352 

TOTAL   FOUNDATION   PORTION:       (YR) 

\   / 

o.n% 

\ ; 

TOTAL   FOUNDATION    "2"   YRS. 

669,642 

y 

6,772 

-V 
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/\ 
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A.      PERSONNEL 

HEALTH   SERVICE 
DELIVERY 

COALITION   PLANNING 
OVERSIGHT 

(list  name   and   title) 

1 

time foundation 

Other 
Support 

Foundation 

Uther 
Suppoi 

Project  Director /Medical  Director 

0.5 

< 

34,725 

Health  Program  Planner 

0.5 

16.946 

Clerk  Typist 

1.5 

18,295 

9,155 

Physician 

2.1 

65,620 

59,655 

Nurse  Practitioner 

3.5 

95,930 

Nurse 

1.0 

24,920 

Supervising  Clinician 

2.0 

47,670 

Resident  Physician 

0.2 

5,320 

Graduate  Student  Nurses 

2.0 

10,000 

FRINGE   BENEFITS    (?7%)         (27%) 

42,405 

13,250 

b 
16,420 

SUBTOTAL   PERSONNEL: 

1 

291,865 

91,200 

77,245 

B.       SUPPLIES 

n 

Medical 

n 

5,000 

20,500 

Administrative /Off ice 

n 

5,125 

5,125 

C.      OFFICE  OPERATIONS (detailed   in  n 

1  / 

arra 

:ive) 

D.      TRANSPORTATION 

I 

E.      PROJECT   STAFF  TRAVEL 

T 

Annual  Meeting 

1,560 

Professional  Meeting 

_j 

1,760 

Local  Travel 

F.      CONSULTANT  TRAVEL   &   PER  DIEM 

ty 

G.       INDIRECT   COSTS    (A-F) 

ft 
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66 

H.       CONSULTANT  HONORARIA 

ft 

I.      EQUIPMENT 

J.       SPACE   RENTAL 

i 

TOTAL   YEARLY   BUDGET: 
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3,386 
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TOTAL   FOUNDATION   PORTION:       (YR) 
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\ 
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y 

6,772 

-V 
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!" 

1,386,237 

xx 
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A.      PERSONNEL 

HEALTH   SERVICE 
DELIVERY 

COALITION   PLANNINC 
OVERSIGHT 

(list  name   and   title) 

I 

time 

Foundation 

Other 

Support 

Foundation 

Uther 
Suppoi 

Project  Director /Medical  Director 

0.5 

36,460 

Health  Program  Planner 

0.5 

17,790 

Clerk  Typist 

1.5 

19,210 

9,615 

Physician 

2.1 

68,901 

62,640 

Nurse  Practitioner 

3.5 

100,725 

Nurse 

1.0 

26.165 

Supervising  Clinician 

2.0 

50,055 

Resident  Physician 

0.2 

5,585 

Graduate  Student  Nurses 

2.0 

10,500 

a             b 
FRINGE   BENEFITS    (17%)     (27%) 

44,530a 

13,915  a 

b 

17,245 

SUBTOTAL   PERSONNEL: 

306,461 

95,765 
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B.       SUPPLIES 

□ 

Medical 

ft 
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W 

5,380 
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C.      OFFICE  OPERATIONS (detailed   in  n 

1    / 
arra 

tive) 

D.      TRANSPORTATION 

T 

E.      PROJECT   STAFF  TRAVEL 

-i 

Annual  Meeting 

T 
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1,76 

Local   Travel 

F.      CONSULTANT  TRAVEL   &   PER  DIEM 

A 

G.      INDIRECT   COSTS    (A-F) 

ft 

33,711 

66 

H.      CONSULTANT  HONORARIA 

n 

I .      EQUIPMENT 

tt 

J.       SPACE   RENTAL 

p 

TOTAL  YEARLY   BUDGET: 
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3,386 
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TOTAL  FOUNDATION   PORTION:       (YR) 
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3.8% 

V^ 
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-V- 
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1,386,237 
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A.      PERSONNEL 

HEALTH   SERVICE 
DELIVERY 

COALITION   PLANNING 
OVERSIGHT 

(list  name   and   title) 

I 
time foundation 

Other 
Support 

Foundation 

utner 
Suppoi 

Project  Director /Medical  Director 

0.5 

i 

38,283 

Health  Program  Planner 

0.5 

18,680 

Clerk  Typist 

1.5 

20,170 

10,095 

Physician 

2.1 

72,345 

65,770 

Nurse  Practitioner 

3.5 

105,760 

Nurse 

1.0 

27,470 

Supervising  Clinician 

2.0 

52,560 

Resident  Physician 

0.2 

5,865 

Graduate  Student  Nurses 

2.0 

11,025 

FRINGE   BENEFITS    (17%)     (27%) 

45,7573 

15,607a 

b 
18,105 

SUBTOTAL  PERSONNEL: 

314,917 

107,412 

85,163 

B.       SUPPLIES 

□ 

Medical 

n 

22,600 

Administrative /Off ice 

n 

5,650 

5,650 

C.      OFFICE  OPERATIONS (detailed   in  n 

1  / 

arra 

"ive) 

D.       TRANSPORTATION 

2 

E.      PROJECT   STAFF  TRAVEL 

it 

Annual  Meeting 

± 

1,560 

Professional  Meeting 

T 

1,760 

Local   Travel 

F.      CONSULTANT  TRAVEL   &   PER  DIEM 

G.       INDIRECT   COSTS    (A-F) 

it 

34,640 

66 

H.      CONSULTANT  HONORARIA 

ft 

I.      EQUIPMENT 

M 

J.       SPACE   RENTAL 

_j 

TOTAL   YEARLY   BUDGET: 

H      349,557 

135,662 

3,386 

90,813 

TOTAL   FOUNDATION   PORTION:       (YR) 

72.0% 

\    / 

3.6% 

\ 

TOTAL   FOUNDATION   "2"   YRS. 

669,642 

y 

6,772 

-V 

TOTAL   FOUNDATION   "A"    YRS. 

1,386,237 

/\ 

13,544 

J± 

GRANTEE ;S.F.   Department  of  Public  Health 
BUDGET  PERIOD:       (from  1, 


toi 


GRANT  PERIOD: 
)  GRANT  YEAR:   1   2   3  (4)  (circle  one) 


(from     1/85     to      13/88        ) 

p.S 


A.      PERSONNEL 

HEALTH   SERVICE 
DELIVERY 

COALITION   PLANNIN 
OVERSIGHT 

(list  name   and   title) 

1 
time foundation 

Other 
Support 

Foundation 

Uther 
Suppo 

Project  Director /Medical  Director 

0.5 

2 

40,198 

Health  Program  Planner 

0.5 

19,614 

Clerk  Typist 

1.5 

21,180 

10.600 

Physician 

2.1 

75,960 

69,060 

Nurse  Practitioner 

3.5 

111,050 

Nurse 

1.0 

28,845 

Supervising  Clinician 

2.0 

55,190 

Resident  Physician 

0.2 

6,160 

Graduate  Student  Nurses 

2.0 

11,575 

a               b 
FRINGE   BENEFITS    (  17%)      (27%) 

48,045  a 

16,388  a 

b 
19,011 

SUBTOTAL  PERSONNEL: 

330,665 

112,788 

89,42?. 

B.       SUPPLIES 

0 

Medical 

n 

23,730 

Administrative /Office 

n 

5,935 

5,930 

C.      OFFICE  OPERATIONS (detailed   in  n 

1  / 

arra 

:ive) 

D.      TRANSPORTATION 

5 

E.      PROJECT   STAFF  TRAVEL 

jt 

Annual  Meeting 

± 

1,560 

Professional  Meeting 

± 

1,760 

Local   Travel 

T 

F.      CONSULTANT  TRAVEL   &   PER  DIEM 

Ji 

G.       INDIRECT   COSTS    (A-F) 

ft 

36,373 

66 

H.       CONSULTANT  HONORARIA 

n 

I.       EQUIPMENT 

p 

J.       SPACE   RENTAL 

H 

TOTAL   YEARLY   BUDGET: 

Mr 

367,038 

142,453 

3,386 

95,35 

TOTAL   FOUNDATION   PORTION:       (YR) 

72.0% 

\             / 

3.4% 

\ 

TOTAL   FOUNDATION    "2"   YRS . 

669,642 

\/ 

6.77? 

-V 

TOTAL   FOUNDATION   "4"   YRS. 

1 

,386,237 

/\ 

13,544 

-^ 
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Appendix  1.1 


Characteristics  of  Residents  of  Emergency  Shelters 
Compiled  of  San  Francisco  Department  of  Social  Services 


October  5- 

•6,  1983 

(N=329) 

Age 

Number 

Perecent 

Residence 

Number 

Percent 

Under  18 

0 

0% 

0-3  months 

120 

36% 

18-24 

36 

11% 

4-6  months 

37 

11% 

25-30 

61 

19% 

7-11  months 

24 

7% 

31-35 

64 

19% 

1-2  years 

39 

12% 

36-39 

36 

11% 

2+  years 

104 

32% 

40-49 

51 

16 

Unknown 

5 

2% 

50+ 

45 

13% 

Unknown 

36 

11% 

Marital  Status 

Single 

237 

72% 

Sex 

Married 

25 

7% 

Male 

301 

91% 

Widowed 

11 

3% 

Female 

28 

9% 

Divorced/Separated  51 

16% 

Unknown 

5 

2% 

Ethnicity 

White 

170 

52% 

Education 

Black 

90 

27% 

None 

10 

3% 

Hispanic 

36 

11% 

Elementary 

52 

16% 

Asian 

6 

2% 

High  School 

182 

55% 

American 
Indian 

Other 

7 
13 

2% 
4% 

College  Degree 

Trade/Business 
School 

59 
23 

18% 
7% 

Unknown 

7 

2% 

Unknown 

3 

1% 

Physical 
Disability 

Number 

Percent 

None 

224 

68% 

Temporary 

42 

13% 

Permanent 

57 

17% 

Unknown 

6 

2% 

Mental 
Disability 

Yes 

36 

11% 

No 

249 

76% 

Unknown 

44 

13% 

Drug  Abuse 

None 

261 

79% 

Occasional 

33 

10% 

Moderate 

16 

5% 

Addicted 

12 

4% 

Unknown 

7 

2% 

Alcohol  Abuse 

None 

222 

67% 

Occasional 

42 

13% 

Moderate 

26 

8% 

Severe 

27 

8% 

Unknown 

12 

4% 

Marketable 

Skills 

Number 

Percent 

Yes 

228 

69% 

No 

82 

25% 

Unknown 

19 

6% 

Employment 

History 

None 

18 

5% 

Part  Time 

37 

11% 

Short  Term 

25 

8% 

1  +  years 

236 

72% 

Unknown 

13 

4% 

Means  of 

Support 

Job 

19 

6% 

GA 

41 

12% 

Food  Stamps 

22 

1% 

SSI 

19 

6% 

Medi-Cal 

1 

0% 

AFDC 

1 

0% 

Other 

33 

10% 

None 

186 

57% 

Unknown 

7 

2% 

II. 


November  7- 

-8,  1983 

(N=333) 

Age      Number 

Percent 

Marital  Status 

Number 

Percent 

18-20 

10 

3% 

Single 

231 

69% 

21-24 

38 

11% 

Married 

22 

7% 

25-29 

58 

17% 

Widowed 

13 

4% 

30-34 

65 

20% 

Divorced/ Separated 

63 

19% 

35-39 

40 

12% 

Unknown 

4 

1% 

40-44 

32 

10% 

45-49 

23 

7% 

Education 

50-54 

19 

6% 

None 

3 

1% 

55  + 

34 

10% 

Elementary 

58 

17% 

Unknown 

14 

4% 

High  School 
College  Degree 

189 
55 

57% 
17% 

Sex 

Trade  School 

17 

5% 

Male 

313 

94% 

Current  College 

3 

1% 

Female 

21 

6% 

Unknown 

8 

2% 

Ethnicity 

Physical  Disability 

White 

178 

53% 

None 

229 

69% 

Black 

83 

25% 

Temporary 

38 

11% 

Hispanic 

42 

13% 

Permanent 

55 

17% 

Asian 

4 

1% 

Unknown 

11 

3% 

American 

Indian 

10 

3% 

Mental  Disability 

Other 

13 

4% 

Unknown 

3 

1% 

Yes 

No 

40 
259 

12% 
78% 

Residence 

Unknown 

34 

10% 

0-3  months 

109 

33% 

Drug  Abuse 

4-6  months 

38 

11% 

7-11  months 

16 

5% 

None 

254 

76% 

1-2  years 

29 

9% 

Occasional 

24 

7% 

2  +  years 

135 

40% 

Moderate 

19 

6% 

Unknown 

6 

2% 

Addicted 
Unknown 

20 
16 

61% 
5% 

Alcohol  Abu 

:se 

Number 

Percent 
54% 

Veteran  Status 
Yes 

Number 
119 

Percent 

None 

179 

36% 

Occasional 

54 

16% 

No 

206 

62% 

Moderate 

37 

11% 

Unknown 

8 

2% 

Severe 

53 

16% 

Unknown 

10 

3% 

Marketable 

Ski 

lis 

Yes 

228 

68% 

No 

92 

28% 

Unknown 

13 

4% 

Employment 
History 

None 

25 

8% 

Part  Time 

34 

10% 

Short  Time 

30 

9% 

1  +  years 

234 

70% 

Unknown 

10 

3% 

Means  of 
Support 

Job 

17 

5% 

GA 

33 

10% 

SSI 

15 

4% 

SSA 

6 

2% 

UIB 

10 

3% 

DIB/SDI 

2 

1% 

VA 

6 

2% 

Pension 

1 

0% 

Family 

2 

1% 

Other 

36 

11% 

None 

194 

58% 

Unknown 

11 

3% 

III.      December  8-9,   1983        (N=285) 


Marital 

Age 

Number 

Percent 

Status 

Number 

Percent 

18-20 

10 

4% 

Single 

190 

66% 

21-24 

29 

10% 

Married 

19 

7% 

25-29 

41 

14% 

Widowed 

10 

4% 

30-34 

57 

20% 

Divorced/Separated  59 

21% 

35-39 

41 

14% 

Unknown 

7 

2% 

40-44 

29 

10% 

45-49 

24 

8% 

Education 

50-54 
55  + 
Unknown 
Under  18 

15 

2 

12 

4 

5% 
1% 
4% 
1% 

None 

Elementary 
High  School 
College  Degree 

5 

60 

156 

43 

2% 
21% 
55% 
15% 

Sex 

Trade  School 
Current  College 

9 
6 

3% 

2% 

Male 

255 

89% 

Unknown 

6 

2% 

Female 

30 

11% 

Physical  Disability 

Ethnicity 

None 

195 

68% 

White 

142 

50% 

Temporary 

34 

12% 

Black 

90 

32% 

Permanent 

48 

17% 

Hispanic 

24 

8% 

Unknown 

8 

3% 

Asian 

5 

2% 

American 
Indian 

14 

5% 

Mental  Disabili 

fcy 

Other 

5 

2% 

Yes 

33 

12% 

Unknown 

5 

2% 

No 

225 

79% 

Unknown 

27 

9% 

Residence 

0-3  months 

82 

29% 

Drug  Abuse 

4-6  months 

32 

11% 

None 

229 

80% 

7-11  months 

14 

5% 

Occasional 

19 

7% 

1-2  years 

28 

10% 

Moderate 

18 

6% 

2+  years 

123 

43% 

Addicted 

8 

3% 

Unknown 

3 

1% 

Unknown 

11 

4% 

Alcohol  Abuse 

Number 

Percent 

None 

172 

60% 

Occasional 

52 

18% 

Moderate 

26 

9% 

Severe 

29 

10% 

Unknown 

6 

2% 

Marketable 
Skills 

Yes 

184 

65% 

No 

91 

32% 

Unknown 

10 

4% 

Employment 
History 

None 

22 

8% 

Part  Time 

24 

8% 

Short  Term 

34 

12% 

1  +  years 

197 

69% 

Unknown 

6 

2% 

Means  of  Support 

Job 

25 

9% 

GA 

33 

12% 

SSI 

25 

9% 

SSA 

8 

3% 

UIB 

9 

3% 

DIB/SDI 

3 

1% 

VA 

8 

3% 

Pension 

3 

1% 

Family 

6 

2% 

Other 

20 

7% 

None 

132 

46% 

Unknown 

14 

5% 

Actual  Support   Number   Percent 


GA 
SSI 

Veteran  Status 

Yes 

No 

Unknown 


46 
27 


82 

195 

8 


16% 
9% 


291 


3% 


V.  June  1-6,  1984    (N=243) 


Age 

18-20 

21-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55  + 

Unknown 

Sex 


Number   Percent 


3 

1.2% 

19 

7.8% 

44 

18.1% 

44 

18.1% 

30 

12.3% 

23 

9.5% 

9 

3.7% 

13 

5.3% 

46 

18.9% 

12 

4.9% 

Male 

233 

95.9' 

Female 

10 

4.1' 

Ethnicity 

White 

127 

52.3i 

Black 

63 

25. 9' 

Hispanic 

35 

14.4' 

Asian 

3 

1.2' 

American 

Indian 

6 

2.5' 

Other 

6 

2.5' 

Unknown 

3 

1.2' 

Residence 

0-3  months 

81 

33.3 

4-6  months 

14 

5.8' 

7-11  months 

19 

7.8' 

1-2  years 

27 

11.1 

2  +  years 

94 

38.7 

Unknown 

8 

3.3 

Marital 

Status       Number 

Percent 

Single 

180 

74.1% 

Married 

9 

3.7% 

Widowed 

10 

4.1% 

Divorced/ 
Separated 

40 

16.5% 

Unknown 

4 

1.6% 

Education 

None 

4 

1.6% 

Elementary 

40 

16.5% 

High  School 

136 

56.0% 

College  Degree 

41 

16.9% 

Trade  School 

17 

7.0% 

Current  College 

2 

1.0% 

Unknown 

Physical  Disability 

None 

167 

68.7% 

Temporary 

26 

10.7% 

Permanent 

44 

18.1% 

Unknown 

6 

2.5% 

Mental  Disability 

Yes 

21 

8.6% 

No 

202 

83.1% 

Unknown 

20 

8.2% 

Drug  Abuse 

None 

193 

79.4% 

Occasional 

22 

9.0% 

Moderate 

2 

1.0% 

Addicted 

7 

2.9% 

Unknown 

19 

7.8% 

Actual . 

Alcohol  Abuse 

Number 

Percent 

Support 

Number 

Percent 

None 

118 

48.6% 

GA 

28 

Occasional 

61 

25.1% 

SSI 

13 

Moderate 

26 

10.7% 

Severe 

30 

12.3% 

Veteran 

Status 

Unknown 

8 

3.3% 

Yes 
No 

114 
122 

46.9% 
50.2% 

Marketable 

Skills 

Unknown 

7 

2.9% 

Yes 

169 

69.5% 

No 

70 

28.8% 

Unknown 

4 

1.6% 

Employment  History 


None 

6 

2.5% 

Part  Time 

9 

3.7% 

Short  Term 

34 

14.0% 

1  +  years 

186 

76.5% 

Unknown 

8 

3.3% 

Means  of  Support 


Job 

18 

7.4% 

GA 

17 

7.0% 

SSI 

13 

5.3% 

SSA 

10 

4.1% 

UIB 

4 

1.6% 

DIB/SDI 

2 

1.0% 

VA 

5 

2.1% 

Pension 

0 

0 

Family 

1 

0.4% 

Other 

5 

2.1% 

None 

160 

65.8% 

Unknown 

8 

3.3% 

IV.  March  6,  1984    (N=204) 


Age 

18-20 

21-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55  + 

Unknown 

Sex 


Number   Percent 


14 
32 
30 
37 
10 
16 
12 
24 
21 


3.9% 

6.9% 

15.7% 

14.7% 

18.1% 

4.9% 

7.8% 

5.9% 

11.8% 

10.3% 


Male 

181 

88.7' 

Female 

23 

11.3' 

Ethnicity 

White 

112 

54. 9- 

Black 

56 

27.5! 

Hispanic 

6 

2.9' 

Asian 

5 

2.5! 

American 

Indian 

9 

4.4' 

Other 

8 

3.9 

Unknown 

8 

3.9' 

Residence 

0-3  months 

54 

26.5! 

4-6  months 

17 

8.3! 

7-11  months 

12 

5.9! 

1-2  years 

15 

7.4' 

2  +  years 

96 

47.0! 

Unknown 

10 

4.9' 

Marital  Status    Number  Percent 

Single  132  64.7% 

Married  19  9.3% 

Widowed  10  4.9% 

Divorced/Separated   39  19.1% 

Unknown  4  2.0% 

Education 

None  4  2.0% 

Elementary  34  16.7% 

High  School  109  53.4% 

College  Degree  31  15.2% 

Trade  School  15  7.3% 

Current  College  8  3.9% 

Unknown  3  1.5% 

Physical  Disability 

None  128  62.7% 

Temporary  23  11.3% 

Permanent  42  20.6% 

Unknown  11  5.4% 

Mental  Disability 

Yes  21  10.3% 

No  159  77.9% 

Unknown  24  11.8% 

Drug  Abuse 

None  150  73.5% 

Occasional  17  8.3% 

Moderate  12  5.9% 

Addicted  11  5.4% 

Unknown  14  6.9% 


Alcohol  Abuse 

Number 

Percent 

None 

95 

46.6% 

Occasional 

44 

21.6% 

Moderate 

29 

14.2% 

Severe 

26 

12.7% 

Unknown 

10 

4.9% 

Marketable 

Skills 

Yes 

129 

63.2% 

No 

68 

33.3% 

Unknown 

7 

3.5% 

Employment 

His 

tory 

None  12  5.9^ 

Part  Time  20  9.81 

Short  Term  28  13.71 

1  +  years  136  66.71 

Unknown  8  3.91 


Actual 
Support 

GA 
SSI 

Veteran  Status 

Yes 
No 


Number   Percent 


28 
21 


61 
143 


13.7% 
10.3% 


29.9% 
70.1% 


Means  of  Support 

Job  7  4.41 

GA  28  12.21 

SSI  17  8.31 

SSA  7  3.41 

UIB  6  2.91 

DIB/SDI  0  0 

VA  4  2.01 

Pension  4  2.01 

Family  2  1.01 

Other  11  5.41 

None  106  52.01 

Unknown  13  6.41 


Appendix   1.2 


Excerpts  from 


HOMELESS        YOUTH        IN        SAN       FRANCISCO 


SUBMITTED  BY: 

THE  MAYOR'S  CRIMINAL  JUSTICE  COUNCIL 

Through  the  efforts  of: 

The  Homeless  Youth  Subcommittee  of  the 
AB/90  Youth  Services  Task  Force 


March,  1984 


INTRODUCTION 

In  December,  1982  San  Francisco  began  to  implement  an  expanded  emergency 
shelter  program  for  the  increasing  number  of  homeless  adults  in  the  City. 
At  the  same  time  a  growing  concern  over  the  plight  of  homeless  youth  began 
to  emerge . 

On  April  11,  1983  the  Board  of  Supervisors  passed  a  resolution  urging 
the  Mayor  to  appoint  a  Task  Force  whose  function  would  be  to  develop  a 
comprehensive  strategy  and  specific  proposals  for  the  delivery  of  services 
to  homeless  youth.  Subsequently,  Mayor  Dianne  Feinstein  designated  a 
special  committee  within  the  Youth  Services/AB  90  Task  Force  of  the 
Mayor's  Criminal  Justice  Council  to  accomplish  this  goal. 

For  purposes  of  their  study,  the  Committee  defined  homeless  youth  as 
follows : 

Any  persons  under  the  age  of  eighteen  years  who  is  destitute, 
or  who  is  not  provided  with  the  necessities  of  life,  or  who 
is  not  provided  with  a  home  or  suitable  place  of  abode.  Such 
youth  include  but  are  not  limited  to  youth  who  are: 

©  Both  males  and  females  involved  in  prostitution  or  other 
street  hustling  in  order  to  survive; 

©  Runaways  who  are  at-  risk  of  prostitution  and  drug 
involvement,  including  both  San  Francisco  and  out-of- 
county  youth; 

©  Older  teenagers  who  have  failed  in  placement  or  who  have 
been  inappropriately  placed  in  the  foster  care  system 
and  have  fled  from  it; 

©  Unaccompanied  minors  originating  from  outside  the  United 
States; 

©  Minors  who  are  "pushed  out"  of  their  homes  and  have  no 
permanent  alternative. 

Over  the  next  several  months  the  Committee  reviewed  numerous  reports  and 
studies  which  explored  the  problems  of  homeless  and  street  youth. 
Additionally,  the  Committee  also  heard  testimony  from  a  wide  variety  of 
people  (which  included  medical  praticioners,  researchers,  mental  health 
specialists,  probation  officers,  social  workers,  community  agency  and 
group  home  providers,  police  officers,  foster  parents  and  homeless  youth 
themselves)  regarding  their  perspective  on  the  nature  and  scope  of  the 
homeless  youth  problem.  Finally,  a  citvwide  survey  of  community-based 
agencies  was  also  conducted  to  gain  a  broader  perspective  on  the  scope 
of  this  problem. 

In  combination  with  a  review  of  the  research,  the  testimony  received 
from  presenters  served  as  the  foundation  from  which  this  report  emanates. 


SUMMARY  OF  FINDINGS 


e>     There  are  an  estimated  1,000  homeless  youth  on  San  Francisco's 
streets  every  night;  these  homeless  youth  come  from  every  racial 
and  ethnic  group  in  the  City. 

<a  Many  of  the  homeless  youth  are  "throwaways"  -  that  is,  their 

families  forced  them  out,  often  through  physical  and  sexual  abuse. 
This  seems  particularly  true  of  the  female  runaways.  Many  boys 
appear  to  have  been  forced  out  due  to  their  self-identification 
as  gay. 

•  The  number  of  undocumented  minors  from  Central  and  South  America 
is  increasing  at  a  rapid  rate. 

©  Foster  care  placement  failures  appear  to  form  a  significant  per- 
centage of  the  out-of -county  and  out-of-state  homeless  youth. 

0  Drug  abuse  is  common  among  the  homeless  population.  This  frequently 
leads  to  severe  medical  and  pyschiatric  problems. 

©  There  appears  to  be  a  high  incidence  of  prostitution  among  this 
population  or,  at  the  very  least,  a  trading  of  sexual  favors  in 
exchange  for  necessities.  This  often  only  perpetuates  physical  and 
sexual  abuse  of  these  children,  abuse  that  many  of  them  had  tried 
to  flee  by  running  away. 

©  Lack  of  adequate  shelter,  lack  of  nutrition,  lack  of  guidance,  drug 
abuse  and  the  "street"  lifestyle  all  contribute  to  homeless  youths' 
serious  physical  and  mental  problems. 

•  Many  homeless  youth  are  afraid  of  the  social  service  delivery  system 
and  therefore  only  come  to  medical  care  when  in  dire  need.  This 
leads  to  under-treatment  and  to  a  high  incidence  of  severe  physical 
and  emotional  diseases. 

<t>     The  service  delivery  system  for  the  out-of -county  and  out-of-state 
homeless  population  is  especially  inadequate  and  ineffective  since 
there  are  gaps  in  service  presently  being  provided  by  D.S.S.  and 
the  Juvenile  Probation  Department. 

©  Federal  administration  rule  changes  limiting  foster  care  payments 
to  youth  under  18  have  made  it  very  difficult  to  find  placements 
for  teens  approaching  that  age.  This  is  a  particularly  severe 
problem  for  those  adolescents  who  are  mentally  ill  and  who  need 
supervised  care. 

©  Although  it  is  desirable  to  return  the  children  to  their  home 
communities,  it  is  not  always  feasible  or  in  the  best  interest 
of  every  child  to  do  so. 


RECOMMENDATIONS  REGARDING  SERVICES  NEEDED 


Earlv  Identification  and  Intervention 


Multi-service/drop-in  centers  -  located  in  target 
communities,  offering  health,  counselling,  outreach, 
street  work,  education,  legal  and  employment  services. 


Short-Term  Crisis  Programs 

•  Beds  at  foster-group  homes,  hotels,  churches — offering  72-hour 
maximum  stay,  having  permanent  locations,  and  capacity 
between  6  and  12  youth  each. 


Transition  Programs 

©  Shelter  provided  for  a  six  week  to  six  month  basis  to  allow 
for  planning  and  establishment  of  a  long  term,  living 
environment.  Employment  and/or  educational  services  would 
be  attached. 


Long-Term  Programs 

o  Specialized  foster/group  homes — including  mental  health  and 
substance  abuse  treatment  centers,  staff  appropriate  to  and 
trained  in  working  with  homeless  young  people,  especially 
non-English  speaking  and  sexual  minority  youth. 


Appendix  2.1 


Medical,  Surgical,  and  Psychiatric  Problems 

of  Homeless  Patients  Admitted  to 

San  Francisco  General  Hospital 

January-March,  1983 
John  T.  Kelly,  M.D. ,  Ph.D. 


The  homeless  suffer  a  broad  range  of  serious  health  problems.  lb 
identify  their  medical,  surgical,  and  psychiatric  problems  that  were 
sufficiently  serious  to  require  hospitalization,  the  medical  records  of 
homeless  persons  admitted  to  San  Francisco  General  Hospital  during  the 
first  quarter  of  1983  were  reviewed.  San  Francisco  General  Hospital,  the 
"County  Hospital",  is  the  facility  in  San  Francisco  designated  for  providing 
inpatient  treatment  to  all  residents  of  San  Francisco  who  are  indigent  and 
without  medical  insurance. 

The  method  used  to  identify  the  homeless  persons  admitted  to  San 
Francisco  General  Hospital  was  to  review  the  financial  screening  records 
for  all  4436  admissions  to  San  Francisco  General  Hospital  from  January  1, 
1983  to  March  31,  1983.  Patients  whose  address  was  identified  as  "streets", 
"transient",  or  "no  local  address"  were  considered  homeless.  This  method 
underestimates  the  actual  number  of  homeless  inpatients  because  it  excludes 
homeless  patients  who  gave  addresses  of  places  such  as  shelters,  former 
residences,  or  mailing  addresses.  Through  this  approach,  318  different 
patients  admitted  during  this  quarter  were  identified  as  homeless.  The 
318  patients  accounted  for  340  (7.7%)  of  the  admissions  to  San  Francisco 
General  Hospital  during  this  period. 

Of  the  318  homeless  patients  admitted  to  San  Francisco  General 
Hospital  during  the  first  quarter  of  1983,  the  medical  records  of  257 
(80,8%)  were  available  for  review  during  the  last  two  weeks  of  May,  1984. 
These  257  homeless  patients  constituted  the  sample  studied.  The  data 
collected  on  each  patient  included  name,  sex,  date  of  birth,  medical  record 
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number,  date  of  first  admission  during  the  quarter,  date  of  discharge, 
discharge  diagnoses,  dates  and  discharge  diagnoses  of  prior  hospitaliza- 
tions at  San  Francisco  General  Hospital,  and  dates  and  discharge  diagnoses 
of  subsequent  hospitalizations  at  San  Francisco  General  Hospital  (during 
the  period  after  their  first  admission  during  the  first  quarter  of  1983 
until  the  review  was  conducted  during  the  last  two  weeks  of  May,  1984) . 

The  discharge  diagnoses  of  the  257  homeless  patients  in  the  sample 
covered  a  broad  spectrum.  The  primary  reason  for  hospitalization  of  58.4% 
of  the  sample  was  medical  and/or  surgical;  the  primary  reason  for  hospitali- 
zation of  the  other  41.6%  of  the  sample  was  psychiatric. 

77.8%  of  the  patients  in  the  sample  were  male  and  22.2%  were  female. 
Such  male  predominance  is  similar  to  the  predominance  of  males  in  the  home- 
less population  in  San  Francisco.  Homeless  men  accounted  for  85.3%  of  the 
admissions  of  homeless  patients  to  the  medical  and/or  surgical  services, 
whereas  homeless  women  accounted  for  only  14.7%  of  the  homeless  patients 
on  these  services.  Homeless  men  accounted  for  67.3%  of  the  admissions  of 
homeless  patients  to  the  psychiatric  service,  whereas  homeless  women 
accounted  for  32.7%  of  the  homeless  patients  on  the  psychiatric  service. 
Thus,  homeless  men  were  disapproportionately  represented  on  the  medical 
and  surgical  services,  and  homeless  women  were  disapproportionately 
represented  on  the  psychiatric  service. 

The  homeless  patients  in  the  sample  covered  a  broad  range  of  ages, 
from  less  than  20  to  over  80.  The  median  age  range  of  the  homeless  men 
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on  the  medical  and  surgical  services  was  35  to  39;  the  median  age  range 
of  homeless  men  on  the  psychiatric  service  was  25  to  29.  The  median  age 
range  of  the  homeless  women  on  the  medical  and  surgical  services  was 
likewise  35  to  39,  whereas  the  median  age  range  of  the  homeless  women  on 
the  psychiatric  service  was  30  to  34.  Thus  the  homeless  patients  on  the 
medical  and  surgical  services  tended  to  be  older  than  the  homeless  patients 
on  the  psychiatric  service. 

Of  the  150  homeless  patients  on  the  medical  and  surgical  services, 
the  most  frequent  diagnosis  was  cellulitis,  which  accounted  for  24.7%  of 
the  patients.  Respiratory  problems,  such  as  pneumonia,  chronic  obstructure 
pulmonary  disease,  and  tuberculosis,  and  alcohol-related  problems  accounted 
for  almost  another  quarter  of  the  patients.  Stab  wounds  and  major  lacera- 
tions, fractures,  and  non-surgical  gastrointestinal  problems  such  as 
pancreatitis,  hepatitis,  and  gastrointestinal  bleeding  accounted  for  almost 
another  quarter  of  the  patients.  The  remainder  of  the  patients  had  a  broad 
range  of  other  problems,  including  congestive  heart  failure,  stroke,  hypo- 
thermia, head  and  blunt  trauma,  bites,  burns,  dehydration,  gangrene,  hepatic 
encephalopathy,  hypothyroidism,  and  cardiac  arrest. 

Of  the  107  homeless  patients  on  the  psychiatric  service,  the  most 
frequent  diagnosis  was  schizophrenia,  which  accounted  for  over  one-third 
of  the  patients.  Paranoid  schizophrenia  was  the  most  frequent  type  of 
schizophrenia  encountered.  Another  frequent  diagnostic  category  was 
major  affective  disorder,  which  accounted  for  27.1%  of  the  patients. 
Bipolar  manic  disorder  was  the  most  common  type  of  affective  disorder,  and 
depression  was  the  second  most  commont  type  of  affective  disorder.  Other 
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frequent  diagnoses  were  atypical  psychosis,  substance  abuse,  adjustment 
disorder,  paranoid  disorder,  and  schizoaffective  disorder. 

The  homeless  patients  in  the  sample  accounted  for  a  total  of  2302 
inpatient  days.  The  150  homeless  patients  on  the  medical  and  surgical 
services  accounted  for  1034  inpatient  days,  an  average  of  6.9  days  per 
person.  The  107  homeless  patients  on  the  psychiatric  service  accounted 
for  1268  inpatients  days,  an  average  of  11.9  days  per  person.  Lengths 
of  stay  varied  widely,  from  0  to  80  days  on  the  medical  and  surgical 
services,  and  from  0  to  58  days  on  the  psychiatric  service.  The  median 
length  of  stay  of  homeless  patients  on  the  medical  and  surgical  services 
was  5  days,  whereas  the  median  length  of  stay  on  the  psychiatric  service 
was  8  days. 

The  hospitalizations  of  the  homeless  patients  in  the  sample  represent 
a  termendous  allocation  of  resources.  If  it  is  estimated  that  the  average 
cost  per  inpatient  day  at  San  Francisco  General  Hospital  is  $650,  ex- 
penditures for  the  257  homeless  patients  totaled  $1,496,300.  during  the 
first  quarter  of  1983.   If  these  figures  are  adjusted  to  account  for  the 
61  homeless  patients  admitted  to  San  Francisco  General  Hospital  during 
the  quarter  studied  whose  medical  records  were  not  available  for  review, 
total  expenditures  for  the  318  homeless  patients  admitted  to  San  Francisco 
General  Hospital  during  the  first  quarter  of  1983  exceeded  $1,850,000. 
This  represents  an  annualized  expenditure  of  over  $7,400,000.  for  inpatient 
medical,  surgical,  and  psychiatric  services  at  San  Francisco  General 
Hospital  for  homeless  persons.  Despite  its  enormous  size,  this  estimate 
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likely  under-represents  the  actual  scale  of  expenditures  for  homeless 
patients  at  San  Francisco  General  Hospital,  because  the  sample  underesti- 
mated the  actual  number  of  homeless  inpatients  at  San  Francisco  General 
Hospital 

The  homeless  patients  in  the  sample  had  a  remarkably  high  rate  of 
hospitalization  at  San  Francisco  General  Hospital  prior  to  and  subse- 
quent to  their  first  admission  during  the  period  studied.  50%  of  the 
homeless  patients  admitted  to  the  medical  or  surgical  service  at  San 
Francisco  General  Hospital  during  the  first  quarter  of  1983  had  been 
hospitalized  previously  at  San  Francisco  General  Hospital.  51.4%  of  the 
homeless  patients  admitted  to  the  psychiatric  service  at  San  Francisco 
General  Hospital  during  the  first  quarter  of  1983  had  been  hospitalized 
previously  at  San  Francisco  General  Hospital.  Many  of  these  patients 
had  been  hospitalized  multiple  times  at  San  Francisco  General  Hospital. 
Of  the  130  homeless  patients  in  the  sample  who  have  been  admitted  previously 
to  San  Francisco  General  Hospital,  the  frequency  of  prior  hospitalization 
was  as  follows: 

Prior  Admissions  Sample  (N=130) 

1  36.2% 

2  21.5% 

3  13.8% 

4  13.1% 

5  6.2% 

6  5.4% 

7  2.3% 

8  1.5% 
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The  frequency  of  subsequent  admissions  to  San  Francisco  General 
Hospital  for  the  homeless  patients  in  the  sample  was  likewise  high.  38.7% 
of  the  homeless  patients  admitted  to  the  medical  and/or  surgical  service 
and  37.4%  of  the  homeless  patients  admitted  to  the  psychiatric  service  at 
San  Francisco  General  Hospital  were  hospitalized  again  during  the  period 
after  their  first  hospitalization  in  the  first  quarter  of  1983  until  the 
last  2  weeks  of  May,  1984,  when  the  medical  records  were  reviewed.  Of 
the  98  homeless  patients  in  the  sample  who  were  admitted  subsequently  to 
San  Francisco  General  Hospital,  the  frequency  of  subsequent  hospitalization 
was  as  follows: 

Subsequent  Admissions  Sample  (N=98) 

1  48.0% 

2  19.4% 

3  12.2% 

4  5.1% 

5  0% 

6  2.0% 

7  1.0% 

8  2.0% 

Ihe  diagnoses  of  the  patients  hospitalized  at  San  Francisco  General 
Hospital  prior  and  subsequent  to  the  period  studied  were  similar  to  the 
diagnoses  of  the  patients  hospitalized  during  the  period  studied. 

In  summary,  this  review  of  homeless  patients  admitted  to  San  Francisco 
General  Hospital  indicates  that: 

o  the  homeless  account  for  a  substantial  portion  of  the  patients 
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admitted  to  the  hospital; 
o  the  homeless  patients  had  a  broad  range  of  serious  acute  and 

chronic  medical,  surgical,  and  psychiatric  problems; 
o  a  major  subset  of  the  homeless  patients  were  hospitalized 

multiple  times; 
o  some  of  the  admissions,  such  as  those  for  cellulitis,  pneumonia, 
or  chronic  schizophrenia  might  have  been  preventable  had  the 
patients  received  appropriate  treatment  in  a  timely  manner. 
The  gravity  of  these  problems  suggest  the  value  of  further  investigation 
of  the  medical,  surgical,  and  psychiatric  needs  of  the  homeless,  and  re- 
assessment of  the  ways  in  which  services  are  provided  to  the  homeless. 
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Age  (medical/surgical)  N=150 

Age  Male  (N=128)       Female  (N=22) 

<20  1.6% 

20-24  9.4% 

25-29  4.7%                                        22.7% 

30-34  21.9%                                        22.7% 

35-39  17.2%                                        27.3% 

40-44  7.8% 

45-49  10.9% 

50-54  5.5%                                          4.5% 

55-59  10.2%                                           9.1% 

60-64  5.5%                                          4.5% 

65-69  0.8%                                          4.5% 

70-74  1.6% 

75-79  1.6% 

80-  4.5% 

Unknown  1.6% 


Age  (psychiatric)  N=1'07 


Age 


<  20 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-  2.9% 

Unknown  1.4% 


Male    (N=7  2) 

Female    (N=35; 

2.8% 

2.9% 

19.4% 

11.4% 

27.8% 

17.1% 

13.9% 

28.6% 

19.4% 

20.0% 

6.9% 

11.4% 

4.2% 

5.7% 

2.8% 

1.4% 

Diagnosis  (medical/surgical)  N=150 

Cellulitis  24.7% 

Respiratory  12.0% 

Alcohol  withdrawal/seizures/ 

intoxication  11.3% 

Stab  wound/laceration  8.6% 

Fracture  8.0% 

Gastrointestinal  (medical)  6.0% 

Non-alcoholic  substance  withdrawal/ 

intoxication  5.3% 

Cardiovascular  (medical)  2.7% 

Neurological  2.7% 

Orthopedic  (non-fracture)  2.7% 

Hypothernia  2.0% 

Blunt  trauma  2.0% 

Gynecological  2.0% 

Gastrointestinal  (surgical)  2.0% 

Head  trauma  1.3% 

Gunshot  0.7% 

Burn  0.7% 

Bite  0.7% 

Vascular  (surgical)  0.7% 

Cardiac  arrest  0.7% 

Dehydration  0.7% 

Gangrene  0.7% 

Hematological  0.7% 

Encephalopathy  0.7% 

Endocrinological  0.7% 


Diagnosis  (psychiatric)  H=107 

Schizophrenia     (N=37)  34.6% 

Paranoid  59.5% 

Undifferentiated  35.1% 

Disorganized  5.4% 

Major  affective  disorder   (N=29)  27.1% 

Bipolar  manic  44.8% 

Bipolar,  unspecified  10.3% 

Depression  41.4% 

Other  3.4% 

Atypical  Psychosis  8.4% 

Substance  Abuse  8.4% 

Alcohol  44.4% 

Mixed/non-alcohol  55.6% 

Adjustment  disorder  5.6% 

Paranoid  disorder  3.7% 

Schizoaffective  disorder  2.8% 

Borderline  personality  1.9% 

Mental  retardation  1.9% 

Acute  confusional  state  0.9% 

Dysthymic  disorder  0.9% 

Intermediate  explosive  disorder  0.9% 

Dementia  0.9% 

Mixed  organic  mental  disorder  0.9% 

Other  0.9% 


Length  of  Stay  (medical/surgical)  -  Days 


53=150 


0 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

13 

14 

15 

16 

17 

19 

20 

22 

24 

29 

35 

45 

80 


0.7% 

14.0% 
14.0% 
11.3% 
5.3% 
10.7% 
11.3% 
8.0% 
5.3% 
2.7% 
2.7% 
1„3% 
1.3% 
0.7% 
0.7% 
0.7% 
0.7% 
2.0% 
2.7% 
0.7% 
0.7% 
0.7% 
0.7% 
0.7% 
0.7% 


median  stay:   5  days 


Length  of    Stay    (psychiatric)    -   Days 


N=107 


0 
1 
2 
3 

4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
20 
21 
22 
23 
24 
26 
28 
30 
33 
36 
37 
38 
39 
52 
55 
58 


1.9% 
11.2% 
9.3% 
8.4% 
1.9% 
1.9% 
3.7% 
8.4% 
5.6% 
2.8% 
4.7% 
2.8% 
2.8% 
4.7% 
1.9% 
5.6% 
0.9% 
1.9% 
0.9% 
0.9% 
0.9% 
0.9% 
0.9% 
0.9% 
0.9% 
2.8% 
0.9% 
1.9% 
1.9% 
1.9% 
0.9% 
0.9% 
0.9% 
0.9% 


median  stay:   8  days 


Admissions (medical/surgical)  N=150 


Previous  Subsequent 

0  50.0%  61.3% 

1  18.7%  17.3% 

2  8.0%  12.7% 

3  8.0%  4.7% 

4  6.0%  2.0% 

5  3.3%  0.0% 

6  4.0%  0.7% 

7  0.7%  0.7% 

8  1.3%  0.7% 


Admissions  (psychiatric)  N=107 


0 
1 
2 
3 
4 
5 
6 
7 
8  0.9^ 


Previous 

Subsequent 

48.6% 

62.6% 

17.8% 

19.6% 

15.0% 

9.3% 

5.6% 

4.7% 

7.5% 

1.9% 

2.8% 

0.9% 

0.9% 

1.9% 

Appendix  2.2 


Utilization  of  Medical  and  Psychiatric  Services 
"by  Homeless  Persons  in  San  Francisco 


John  T.  Kelly,  M.D. ,  Ph.D.,  Stephen  Goldfinger,  M.D. ,  Robert  Surber, 

Ellie  Dwyer 


The  homeless  are  known  to  have  a  wide  range  of  medical,  psychiatric, 
and  substance  abuse  problems,  and  to  be  heavy  users  of  medical  and  psychia- 
tric services.  However,  the  extent  to  which  the  homeless  in  San  Francisco 
use  medical  and  psychiatric  services  has  not  been  established.  To  obtain 
data  on  the  utilization  of  medical  and  psychiatric  services  by  the  homeless 
in  San  Francisco,  representatives  of  the  San  Francisco  Department  of 
Public  Health  interviewed  170  homeless  persons  in  San  Francisco  in  March, 
1984. 

Procedure 

A  team  of  two  social  workers  and  two  nursing  students  interviewed 
homeless  persons  at  three  Emergency  Shelters  (Episcopal  Sanctuary,  Hospitality 
House,  and  St.  Vincent  de  Paul  Shelter)  and  at  one  food  line  for  the  in- 
digent (St.  Anthony's  Dining  Room) .  The  interviews  at  the  shelters  were 
conducted  on  three  consecutive  Thursday  evenings,  and  the  interviews  at 
the  food  line  was  conducted  on  one  Thursday  morning.  The  respondents  were 
approached  directly,  at  random,  in  the  socialization  areas  of  the  shelters 
and  in  the  food  line. 

The  interviewers  obtained  verbal  consent  from  each  respondent  and 
the  right  to  refuse  was  honored.  Each  participant  was  informed  that  the 


San  Francisco  Department  of  Public  Health  was  conducting  a  survey  of  the 
medical  and  mental  health  needs  of  the  homeless  and  that  the  information 
gathered  will  be  used  for  program  planning.  Anonymity  was  maintained  in  the 
sense  that  no  identifying  information  was  requested  other  than  age  and 
ethnicity.  All  of  the  interviews  were  conducted  in  English  with  the  excep- 
tion of  four  interviews  in  Spanish. 

The  interviewers  used  a  standardized  questionnaire  that  requested 
information  regarding  each  respondent's  age,  sex,  race,  use  of  medical 
and  psychiatric  services  during  the  last  year,  use  of  medications,  history 
of  psychiatric  hospitalization,  and  history  of  substance  abuse  (see  ques- 
tionnaire) .  The  questionnaires  took  approximately  seven  minutes  to 
complete,  including  introductions. 

Sample 

The  total  sample  included  70  respondents.  Qie  hundred  forty-seven 
were  male  and  twenty- three  were  female.  The  ages  of  the  participants 
ranged  from  15  to  70.  Approximately  twenty  percent  of  the  men  approached 
refused  to  participate  in  the  survey  while  almost  50%  of  the  women  approached 
refused.  Generally,  the  men  were  friendly  and  cooperative  while  the  women 
were  more  suspicious,  fearful  and  hostile.  As  an  illustration  of  the 
hostility  eveident  among  many  of  the  women,  one  woman  is  quoted  as  shouting 
"I  have  no  business  with  you,  I  have  no  business  with  you."  Three  women 
and  only  one  man  insisted  on  completing  the  questionnaire  with  the  assis- 
tance of  the  interviewer. 

All  persons  who  agreed  to  answer  the  questions  did  so  successfully. 
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Thus,  the  mental  status  at  the  time  of  the  interview  was  sufficiently 
stable  to  participate  in  the  survey.  Those  persons  who  appeared  to  be 
incoherent  were  not  approached  as  the  responses  required  a  self-report 
of  current  and  past  medical  and  psychiatric  needs.  This  relatively  high 
refusal  rate  and  the  fact  that  some  possible  respondents  were  not  approached 
because  of  their  apparent  inability  to  participate,  both  indicate  that  the 
sample  likely  underestimates  the  incidence  of  psychiatric  illness  and  the 
incidence  of  substance  abuse  among  the  homeless. 


Data 


Sample:  N=170 

Sex:  Male  (N=147)  86.5% 

Female  (N=23)  13.5% 

Age:  <21  4.1% 

21-35  45.3% 

36-50  28.8% 

51-65  17.6% 

>65  4.1% 

Medical  Services: 

Received  medical  services  during       75. 9i 
last  year   (N=129) 

a.  Received  medical  services        61.23 
during  previous  months   (N=104) 

b.  Received  medical  services        14.73 
during  last  year,  but  not 

during  previous  3  months  (N=25) 
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Type  of  medical  services  used  during  last  year  (N=129) 
Qjtpatient  Department       83.3% 
Emergency  Department        76.7% 
Inpatient  30.2% 

Psychiatric  Services: 

Received  psychiatric  services  during 
last  year  (N=38)  22.4% 

Type  of  psychiatric  services  used  during 

last  year  (N=38) 

Outpatient  65.8% 

Acute  28.9% 

Residential  13.2% 

Day  treatment  10.5% 

Longterm  5.3% 

Psychiatric  History: 

History  of  Psychiatric  hospitalization  (N=59)      34.7^ 

<  6  months  16 . 9% 

6-12  months  8.5% 

1-3  years  20.3% 

4-10  years  23.7% 

>10  years  30.5% 
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Subtance  Abuse: 

History  of  alcohol  or  drug  abuse   (N=98)      57.6% 
Status  of  substance  abuse   (N=98) 

Chronic  problem  65.3% 

Past  problem  30.6% 

Recent  problem  4.1% 

Discussion 

The  sample  represents  a  cross-section  of  homeless  men  and  women  of 
a  broad  range  of  ages  at  several  different  shelters  and  a  food  line  in 
San  Francisco.   Consequently,  the  data  are  likely  to  be  representative  of 
the  entire  homeless  population  in  San  Francisco. 

The  most  impressive  feature  of  the  data  is  the  extraordinarily  high 
rate  of  utilization  of  medical  services.   Over  seventy-five  percent  of  the 
sample  used  medical  services  during  the  last  year,  and  of  these  more  than 
eighty  percent  did  so  during  the  previous  three  months.   More  than  thirty 
percent  of  those  who  used  medical  services  during  the  last  year  were  in- 
patients.  Such  data  on  the  utilization  of  inpatient  and  outpatient  services 
suggest  a  remarkably  high  incidence  of  medical  illness. 

The  appropriateness  with  which  medical  services  were  used  by  the 
sample  was  not  evaluated  by  the  survey.   Nevertheless,  it  is  unlikely  that 
homeless  patients,  who  are  characteristically  indigent  and  without  medical 
insurance,  would  be  hospitalized  unnecessarily.   That  more  than  three- 
quarters  of  those  who  received  medical  services  utilized  an  emergency 
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department  may  reveal  a  large  incidence  of  true  emergencies,  but  also 
raises  the  possibility  that  some  utilized  emergency  departments  because 
other  more  appropriate  services  were  not  available.  The  costs  of  providing 
medical  services  to  the  homeless  were  not  evaluated  by  the  survey.  How- 
ever, the  high  rate  of  utilization  of  inpatient  medical  services  indicate 
that  considerable  financial  resources  were  expended  in  providing  services 
to  the  sample.  An  important  question  raised  by  the  survey  is  whether 
medical  services  could  have  been  provided  in  a  more  cost-effective  manner. 
For  example,  could  preventive  measures  or  earlier  interventions  have  prevented 
some  of  the  hospitalizations? 

Another  impressive  aspect  of  the  data  is  the  high  incidence  of 
psychiatric  hospitalization.  More  than  one-third  of  the  sample  admitted 
to  a  history  of  previous  psychiatric  hospitalization,  and  almost  half  of 
those  had  their  most  recent  psychiatric  hospitalization  during  the  past 
three  years.  Such  data  suggest  a  high  incidence  of  previous  mental  illness 
among  the  sample.  Nevertheless,  less  than  one-quarter  of  the  sample 
received  any  psychiatric  services  during  the  last  year.   It  is  likely  that 
many  of  the  mentally  ill  among  the  sample  went  without  or  received  in- 
adequate mental  health  services. 

The  survey  revealed  a  remarkably  high  incidence  of  substance  abuse 
among  the  sample,  with  almost  sixty  percent  reporting  that  they  have  experienced 
problems  with  alcohol  and/or  drug  abuse,  and  almost  two  thirds  of  these 
indicating  that  their  substance  abuse  problems  were  chronic. 
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The  above  data  indicate  that  there  is  an  extraordinarily  high  rate 
of  utilization  of  medical  and  psychiatric  services  by  the  homeless,  and 
indicate  that  there  is  a  high  incidence  of  medical  illness,  psychiatric 
illness,  and  substance  abuse  among  the  homeless.  Efforts  to  provide  for 
the  needs  of  the  homeless  in  San  Francisco  must  take  into  account  the 
incidence  of  such  serious  health  problems  among  this  population. 
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B  /   /    A  /   / 
Age:  Sex:  /  _  /  Male     /  /  Female  Race:   W  /  /   S  /  /   0  /  / 

l.a.   Have  you  received  any  medical  services  in  the  last  3  months? 
~^J   Yes  /  /  No 

b.   If  yes,  where? 

/ /  Emergency  room 

/ /  Outpatient  clinic 

/  Inpatient 

2. a.   Have  you  received  any  medical  services  in  the  last  12  months? 

~7  Yes  /  7  No 

b.   If  yes,  where? 

/ /  Emergency  room 

/ /  Outpatient  clinic 

/  Inpatient 

3. a.   Are  you  taking  (or  are  you  supposed  to  be  taking)  any  medications? 

/  Yes  /  No 

b.   If  yes,  what  medications? 

Name :  

4. a.   Have  you  received  any  mental  health  or  psychiatric  services  in  the 
last  12  months? 

~7  Yes  ~7  No 

b.   If  yes,  where? 

/ /  Outpatient 

/ /  Residential 

/ /  Other  day  treatment 

/  Acute  hospital 
/  Long-term  hospital  (State,  L-facility) 

5. a.   Have  you  ever  been  a  patient  in  a  psychiatric  hospital? 

/  /  Yes  /  /  No 

b.   If  yes,  when  was  the  most  recent  time? 

/ /  Last  6  months  /  Last  10  years  ago 

/  /  Last  year  /  More  than  10  years  ago 

/  Last  3  years 

6. a.   Have  alcohol  or  drugs  been  a  problem  for  you  during  the  last  6  months? 
/  /  Yes  / /  No 

b.  Have  alcohol  or  drugs  ever  been  a  problem  for  you? 

/   /  Yes  /  /  No 

c.  Have  you  ever  received  treatment  for  alcohol  or  drug  abuse? 

/  7  Yes  / /  No 


Appendix  2.3 

Medical  Problems  of  Homeless  Patients 
at  Central  Emergency,  1983 

John  T.  Kelly,  M.D. ,  Ph.D. 

Central  Bnergency,  an  outpatient  emergency  facility  operated  by  the 
San  Francisco  Department  of  Public  Health  in  the  downtown  area  of  San 
Francisco  where  many  of  the  homeless  reside,  treats  a  wide  range  of  minor 
medical  and  surgical  problems  among  the  homeless.   It  is  estimated  that 
around  300  to  400  of  the  approximately  two  thousand  patients  treated  monthly 
at  Central  Bnergency  are  homeless. 

Central  Bnergency  is  open  around  the  clock,  every  day  of  the  year. 
Physicians  and  nurses  are  always  on  duty.  Services  are  available  to  every- 
one, regardless  of  ability  to  pay.   Indigent  patients  are  not  billed  for 
services.  Medications  are  provided  to  indigent  patients  without  charge. 
The  facilities  consist  of  two  examining  rooms,  two  open  observation  areas, 
a  small  laboratory  and  a  small  pharmacy.  Radiographic  facilities  are  not 
available. 

To  identify  the  types  of  medical  problems  for  which  the  homeless 
receive  treatment  at  Central  Bnergency,  the  medical  records  of  all  patients 
treated  during  the  first  six  months  of  1983  were  surveyed.  Patients  whose 
addresses  were  listed  as  "no  address",  "no  local",  or  "streets"  were 
identified  as  homeless  and  comprised  the  group  studied.  The  charts  of  one 
hundred  consecutive  homeless  patients  were  reviewed. 
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The  primary  diagnoses  of  the  homeless  patients  (N=100)  were: 

Infestation  24% 

Laceration  17% 

Upper  respiratory  infection/bronchitis  11% 

Cellulitis  8% 

Alcohol-related  (acute/chronic)  5% 

Foot  problem  4% 

Dermatitis  (non-infestation)  3% 

Bite  3% 

Psychosis  3% 

Gastroenteritis  3% 

Urinary  tract  infection/vaginitis  3% 

Arthritis  3% 

Head  trauma  2% 

Otitis  2% 

Neuropathy  2% 

Burn  2% 

Headache  1% 

Contusion  1% 

Osteomyelitis  1% 

Sexual  assault  1% 

Gunshot  wound  1% 

Infestation  was  the  most  common  diagnosis  among  the  homeless  treated 
at  Central  Emergency.  Other  skin  problems,  including  cellulitis,  foot  problems, 
and  dermatitis  were  also  prominent.  Laceration,  was  the  second  most  frequent 
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diagnosis.  Also  frequent  were  infections  such  as  upper  respiratory  infection, 
bronchitis, gastroenteritis,  and  urinary  tract  infection. 

The  capability  of  providing  examination,  treatment,  and  medications 
without  charge  to  homeless  and  other  indigent  patients  contributed  greatly 
to  the  accessibility  of  services.  Especially  remarkable  is  the  fact  that 
most  of  the  problems  for  which  the  homeless  presented  to  Central  Emergency 
could  be  readily  diagnosed  and  treated  at  a  facility  with  such  limited 
resources.  Few  of  the  patients  required  referral  to  San  Francisco  General 
Hospital  for  further  evaluation  or  treatment.  Thus,  a  clinic  such  as 
Central  Emergency,  which  is  readily  accessible  to  the  geographic  areas 
where  the  homeless  reside,  and  which  has  extended  hours  and  drop-in  capability, 
can  be  an  important  means  for  delivering  medical  care  to  the  homeless. 
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Appendix  2.4 

Medical  Clinic  at  Grace  Cathedral  Emergency  Shelter,  1983 

Daniel  Wlcdarczyk,  M.D. ,  John  T.  Kelly,  M.D. ,  Ph.D. 

The  San  Francisco  Department  of  Public  Health  operated  a  medical 
clinic  at  Grace  Cathedral  Emergency  Shelter  in  San  Francisco  in  March,  1983. 
The  medical  clinic,  staffed  by  a  physician,  a  public  health  nurse,  and 
a  volunteer,  was  operated  for  approximately  two  hours  each  evening,  from 
8:30  to  10:30  P.M.  All  shelter  residents  who  requested  medical  care  were 
evaluated  and,  as  appropriate,  advised,  treated,  or  referred.  An  average 
of  155  homeless  persons  (range:  80-211)  slept  at  the  shelter  each  night. 

Review  of  the  medical  records  of  eight  sessions  of  the  clinic,  from 
March  16  to  March  25,  revealed  the  following: 

Average  number  of  patient  visits  per  clinic       11 
Average  number  of  visits  per  patient  1.2 


Males  (N=70) 

Age: 

20-29 

25.7' 

30-39 

42. 9 

40-49 

15.7' 

50-59 

12.9 

60  - 

2.9 
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Females  (N=18) 

Age:   20-29 

22: 

30-39 

33 

40-49 

28' 

50-59 

17 

Primary  Diagnoses  (N=93)' 

Upper  respiratory  infection  25.8% 

Hypertension  11.8% 
Bronchitis/pneumonia  9.7% 

Foot  problems  9.7% 

Health  question  8.6% 

Musculoskeletal  8.6% 

Dental  4 . 3% 

Skin  problem  (non-infestation)  3.2% 

Infestation  3 . 2% 

Alcohol-related  3 . 2% 

Cardiovascular  (non-hypertension)        2.2% 
Pregnancy-related  2.2% 

Psychiatric  2.2% 

Neurological  2 . 2% 

Trauma  1.1% 

A.I.D.S.  1.1% 

Drug  overdose  1.1% 

•  Almost  6%  of  the  patients  (N=5)  required  emergency  transport 
by  ambulance  to  San  Francisco  General  Hospital  for  further 
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evaluation  and  treatment.  The  primary  diagnoses  of  these  patients 
were: 

1.  Accelerating  angina 

2.  Drug  overdose 

3.  Pancreatitis 

4.  Lung  abscess 

5.  Pneumonia 

The  above  data  indicate  that  the  homeless  shelter  residents  at  Grace 
Cathedral  Bnergency  Shelter  had  a  broad  range  of  medical  problems.  Often, 
problems  such  as  bronchitis,  hypertension,  dental  problems,  and  psychiatric 
disorders,  had  been  long-standing  and  had  remained  unevaluated  and  untreated 
until  the  patients  were  seen  at  the  shelter  clinic.  Many  of  these  problems 
could  be  treated  with  relatively  simple  therapeutic  interventions,  such  as 
antibiotics.  Other  problems  could  be  treated  after  appropriate  referral. 
Many  of  the  conditions,  such  as  foot  problems  and  musculoskeletal  disorders, 
although  not  serious,  had  significant  adverse  impact  on  the  patients'  health. 
Some  of  the  patients  had  serious  medical  problems  that  might  have  remained 
untreated,  or  for  which  treatment  would  have  been  further  delayed,  had  they 
not  been  evaluated  at  the  clinic.  It  was  the  consensus  of  the  staff  and 
residents  of  the  shelter,  as  well  as  the  staff  of  the  clinic,  that  the  clinic 
was  a  valuable  resource  for  the  homeless  who  slept  at  Grace  Cathedral 
Bnergency  Shelter  and  is  a  useful  model  for  clinics  in  other  shelters. 
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Appendix  3.1 


"  SAN  FRANCISCO  " 

Reproduced  from: 

Homelessness  in  America's  Cities, 
Ten  Case  Studies 

United  States  Conference  of  Mayor's, 
June,  1984 


SAN  FRANCISCO 


Mayor:      Dianne    Feinstein 
Popul ation  :       678,974 
Poverty    Rate  :       13. 7% 
Unemployment    Rate:       March,    1980 

March,    1933 
March,     1984 


5.0% 
9.22 
7.6% 


Problems 


City  officials  estimate  that,  based  on  the  number  of  homeless 
people  receiving  General  Assi stance--a  City-funded  relief  program  -- 
the  demand  for  emergency  shelter  continued  to  increase  significantly 
in  1933.  Last  December,  the  General  Assistance  caseload  was  9,797, 
a  43  percent  increase  over  December,  1982.  This  increase  is  largely 
attributed  to  an  intensive  effort  initiated  last  year  by  the  City  to 
place    homeless    persons    found    to    be    eligible    on    General    Assistance. 

People  seeking  emergency  shelter  in  San  Francisco  today  include 
larger  numbers  of  families  and  unemployed  young  people  who  are  in 
the  streets  for  the  first  time  in  their  lives.  Many  of  them  have 
recently  moved  there  from  other  cities  in  search  of  a  job. 
Information  provided  by  the  San  Francisco  Department  of  Social 
Services,  based  on  a  survey  of  persons  using  shelters  in  March  1984, 
revealed    the    following    characteristics    of    this    population: 


Forty-one     percent     of 
between     18     and     35     years 
percent      were      White,       28      pe 
Hispanic.  Native      Americans, 

one-half     n  *     n  n  °     npi 
for    abou 


homeless     people     at     the     shelters    were 

ars     of    age;     89     percent     were     men;     52 

28      percent      Black,      and      11      percent 

ericans,      while     comprising     less      than 


.-.  Native      Americans,      while     C( 

one-half    of    one     percent     of     the     city's     population, 
it    three    percent    of    the    homeless. 


less 

account 
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0  Fifty-three  percent  had  completed  their  high  school 
education;    15    percent    were    college    graduates. 

•  Sixty-three  percent  indicated  having  marketable  skills;  67 
percent    reported    holding    a    job    for    over    one    year. 


•      Twenty-four     percent     receive 
have    no    means    of    support. 


public     assistance;     5  2     percent 


•  Forty-one  percent  had  lived  in  San 
one  year,  27  percent  for  less  than 
of  those  who  had  recently  moved  to 
other    cities    in    California. 


Francisco  for  less  than 
four  months;  30  percent 
San     Francisco    came    from 


It    is    important    to    note    that    the    survey    did    not    include    information 
on    homeless    families    or    single    adults    being    housed    in    hotels. 

According  to  city  officials,  the  principal  underlying  causes  of 
the  recent  dramatic  increase  in  the  problem  of  homelessness  in  San 
Franc  i  sco    are  : 

•  Lack    of    housing    available    to    low-income    people. 

In  1975,  there  were  32,214  residential  hotel  units 
in  San  Francisco.  By  the  end  of  1979,  that  number  had 
dropped  to  26,491.  Despite  a  moratorium  passed  by  the 
San  Francisco  Board  of  Supervisors  in  1979  prohibiting 
the  conversion  of  SRO  units,  the  number  of  those  units 
has    continued    to    decline    to    less    than    21,000    today. 

Between  1971  and  1983  evictions  in  San  Francisco 
increased  by  190  percent  from  2,000  to  over  5,800. 
There  has  also  been  a  significant  increase  in  the  number 
of  persons  who  have  been  kicked  out  of  the  homes  of 
relatives    or    friends    with    whom    they    had    "doubled    up." 

•  Unemployment  --  San  Francisco's  unemployed  have  been  joined 
by  many  persons  from  other  cities  around  the  country  who 
have  migrated  there  in  search  of  a  job,  only  to  find  none 
was    available    to    t  hem . 

•  Deinstitutionalization  --  It  is  estimated  that  25  to  35 
percent  of  those  who  utilize  the  shelter  system  on  a  regular 
basis  are  mentally  ill  persons  who  have  been  forced  into  the 
streets     as     a     result     of     the     State's     deinstitutionalization 
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policies.  In  1983  there  were  approximately  5,000  patients 
in  public  psychiatric  hospitals  in  California,  only  13 
percent  of  the  37,000  who  were  in  those  institutions  in 
1960.  During  the  same  period  of  time,  the  state's 
population  increased  by  fifty  percent. 


Responses 


resp 
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meet 
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After  hearing  about  the  extent  of  the  problem,  Mayor  Feinstein 
onded  quickly,  mobilizing  both  public  and  private  resources  to 
the  urgent  needs  of  homeless  people.  Shortly  after  the 
ing,  she  sought  supplemental  appropriations  from  the  Board  of 
rvisors  to  fund  shelter  programs.  The  plight  of  the  homeless 
also  attracted  the  attention  of  the  Board,  which  in  November 

a  lengthy  public  hearing,  attended  by  over  300  people,  on  the 
lem  of  homelessness  in  the  city.  The  Board  of  Supervisors 
equently  joined  the  Mayor  in  her  efforts  to  address  the 
lem.  At  the  same  time,  plans  were  developed  to  expand  these 
rts  by  enlisting  the  cooperation  and  assistance  of  the  religious 
unity  to  provide  shelter  space  in  churches  and  synagogues.  What 
loped  then  was  a  strong  partnership  between  the  executive  and 
slative  branches  of  the  city  government  and  the  private  sector 
rovide  much  needed  assistance  to  people  who  are  homeless. 


The  Mayor's  program  began 
sheltered  in  four  facilities, 
and  concerned  citizens  stepped 
In   addition   to   funding,   the 
available  from  the  Department 


on  December  1,  1982,  with  194  persons 

Almost  daily,  religious  organizations 

forward  to  help  and  join  the  effort. 

City,  using  "emergency  provisions" 

of  Public  Health,  furnished  cots  and 


blankets  to  the  churches.   Each  night,  volunteers  at  the  shelters 
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set  up  the  cots  and  provided  other  staff  support  services,  such  as 
preparing  and  distributing  light  supper  and  breakfast.  Only  three 
months  after  it  was  established,  the  Mayor's  shelter  program  was 
housing  over  1,200  homeless  persons  in  14  facilities. 


A  24-hour  hot  line  was  established  at  that  time  to  provide 
information  about  assistance  available  through  the  shelter  program 
and  to  facilitate  the  transition  of  homeless  persons  into  the  new 
system.  The  hot  line  has  continued  to  provide  help  to  people 
seeking  shelter  and  other  emergency  services 


In  addition  to  food  and  shelter,  various  support  services  are 
provided  to  homeless  persons  in  San  Francisco.  These  include 
counseling,  job  training,  referrals  to  appropriate  service  agencies, 
alcohol  treatment,  drug  rehabilitation,  financial  management, 
reunification  and  stablization  of  families,  adult  and  child 
protective  services,  assistance  in  procuring  SSI  and  other  public 
benefits,  and  medical  and  mental  health  services.  Many  of  these 
services  are  provided  through  the  San  Francisco  Department  of  Social 
Services.  [ 


A  number  of  agencies  provide  health  care  to  homeless  persons  in 
the  city.  Each  of  the  shelters  is  staffed  two  nights  per  week  by 
nurses  from  the  University  of  San  Francisco.  An  open  clinic  is 
maintained  by  the  St.  Anthony's  Foundation.  San  Francisco  General 
Hospital,  which  has  specialized  clinics  and  psychiatric  emergency 
services,  and  the  Central  Emergency  Hospital,  located 
near   many   of   the   shelters,   serve   many   homeless   persons. 
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Approximately  eight  percent  of  all  the  persons  admitted  to  San 
Francisco  General  Hospital  in  the  first  quarter  of  1983  were 
identified  as  being  homeless;  more  than  five  percent  of  the  persons 
treated  by  Central  Emergency  Hospital  in  the  first  six  months  of 
1933  were  homeless.  Over  nine  percent  of  all  persons  treated  for 
sexual  assault  by  the  hospitals  in  the  first  three  quarters  of  1983 
were  identified  as  homeless. 


With  the  support  of  Mayor  Feinstein,  in  March  1983  the  City 
allocated  $383,414  in  local  funds  to  establish  a  pilot  jobs  program 
for  homeless  persons.  Through  this  effort,  100  homeless  individuals 
were  paid  about  $900  a  month  for  clerical  and  maintenance  jobs  with 
the  City  government.  The  program  was  designed  to  provide 
participants  with  recent  job  experience  and  income  to  augment  their 
chances  of  finding  unsubsidized  jobs.  When  the  original  funding  for 
the  program  ran  out,  an  additional  $191,600  in  Community  Development 
Block  Grant  funds  were  allocated  to  enable  41  of  the  participants  to 
continue  in  their  jobs.  In  February,  1984,  the  final  24  trainees 
completed  the  program. 
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Unmet  Needs 

In  the  last  quarter  of  1983,  2,270  persons  in  San  Francisco 
were  turned  away  from  shelters  because  of  lack  of  space  and 
resources.  As  part  of  the  significant  effort  it  has  undertaken 
since  1932  to  help  meet  the  demand  for  shelter  and  other  emergency 
assistance,  the  City  has  increased  the  number  of  hotels  available  to 
homeless  persons.  As  a  result,  the  number  of  people  turned  away  has 
decreased  this  year ;  during  the  first  quarter  of  1984,  332  persons 
who  requested  assistance  were  not  served.  Local  officials  indicate 
that,  although  the  City  'provides  shelter  to  all  persons  who  requests 
such  assistance,  there  are.  many  homeless  individuals  living  in  cars, 
in  the  streets,  in  abandoned  buildings  and  in  the  parks  of  San 
Franc  i  sco  . 

According  to  city  officials,  even  though  there  are  many 
excellent  programs  currently  available  to  assist  homeless  persons, 
there  is  a  lack  of  services  required  to  meet  the  immediate  and 
long-term  needs  of  this  population.  Specifically,  the  officials 
say,  there  is  a  tremendous  need  for  low-cost  housing,  for  more 
support  services  for  homeless  mentally  ill  persons,  for  more  alcohol 
and  drug  rehabilitation  programs,  for  more  mental  health  and  medical 
services,  for  employment  training,  development  and  placement 
programs,  and  for  more  unskilled  non- tec hn i cal  jobs.  Federal  and 
state  cutbacks  in  these  programs,  as  well  as  increased  tightening  of 
eligibility  requirements  for  federal  assistance  programs  such  as 
AFDC,  food  stamps,  and  disability,  are  considered  to  be  major 
reasons  why  homeless  persons  do  not  receive  the  help  they  need. 

The  problem  of  homel essness  in  San  Francisco  is  not  expected  to 
improve  in  the  near  future.  "As  long  as  poor  economic  conditions, 
high  unemployment  rates,  and  inadequate  levels  of  federal  and  state 
assistance  programs  continue,"  city  officials  say,  "the  only 
anticipated  change  would  be  an  increase  in  the  number  of  persons 
seeking  shelter  and  other  emergency  services."  Local  agencies,  the 
officials  caution,  have  already  been  "sorely  strained  in  trying  to 
provide  needed  services  to  homeless  persons."  As  Mayor  Feinstein 
has  stated,  "San  Francisco  has  responded  fully  to  the  problem,  but 
we  have  reached  our  limit.  Not  one  city  can  be  expected  to  solve 
the  problems  of  the  homeless."  More  assistance  from  the  federal  and 
state  governments  is  clearly  needed  for  the  problem  of  homel essness 
to  be  adequately  addressed  in  this  country. 


60 


Appendix  3.2 


Directory  of  Services  for  Homeless  Persons 
San  Francisco,  1984 


HOTLINES  (24  Hours  Service) 

Fire,  police,  ambulance 

Police  Department  (Non-emergency) 

S.  F.  County  Jail 

M.A.P.  (Mobile  Assistance  Patrol) 

Suicide  Prevention 

Poison  Control 

Drug  Hotline 

Alcohol  Hotline 

Senior  Citizen  Information  Line 

Rape  Hotline 

Kid's  Hotline 

Parent's  Hotline 

Haight-Ashbury  Switchboard 

Mental  Health  Hotline 

Mental  Health  Crisis  Line 

Community  Crisis  Service 

Runaway  Hotline  (National) 

Peace  of  Mind  (Youth) 

Huckleberry  House  (Youth) 

Hospitality  House 

Emergency  Housing  Hotline 

Night  Ministry 

National  Handicap  Hotline 

Women,  Inc.  (battered  women, /children) 

Bay  Area  Women's  Resource  Center 

Women's  Switchboard 


911 
533-0123 
553-1441 
431-7400 
221-1423 
666-2845 
752-3400 
563-5400 
558-5512 
647-RAPE 
441-KIDS 
826-0800 
621-6211 
357-5100 
673-6799 
567-6600 
621-4000 
231-6946 
621-2929 
776-2103 
431-7300 
986-1464 
1-800-426-4263 
864-4722 
474-2400 
431-1414 


1-800- 
1-800- 


MEDICAL/EMERGENCY 

Central  Emergency,  50  Ivy  Street 

San  Francisco  General  Hospital,  1001  Potrero  Street 

St.  Anthony's  Free  Clinic,  45  Jones  Street 

North  of  Market  Senior  Center,  333  Turk  Street, 

South  of  Market  Health  Center,  551  Minna 

District  Health  Center  #4,  1490  Mason  at  Broadway 

V.A.  Hospital,  4150  42nd  at  Clement 

V.D.  Clinic,  250  4th  Street 

Haight-Ashbury  Free  Clinic,  558  Clayton  Street 

Women's  Needs  Center,  1825  Haight  Street 

The  AIDS  Center,  54  10th  Street 

Hearing  Society  of  the  Bay  Area,  1428  Busch,  TTY 


558-5432 
821-8200 
864-0241 
885-2274 
626-2951 
558-3158 
221-4810 
558-3804 
431-1714 
221-7371 
864-4376 
776-DEAF 


(24  hours) 
(24  hours) 
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FOOD 

St.  Anthony's  Dining  Room,  45  Jones  St.,  10  A.M. -12:30  P.M.  daily 

Glide  Church,  330  Ellis  Street,  5  P.M. 

Martin  de  Porres,  2826  23rd  Street,  Monday- Sa turday ,  6-7  A.M., 

2:30-5:30  P.M.,  Sunday  9-10:30  A.M. 
One  Mind  Temple,  351  Divisadero  Street,  1-2:30  P.M.  Wednesday, 

2-2:30  P.M.  Sunday  (Vegetarian) 
Lifeline  Mission,  917  Folsom  Street,  meal  after  services  at  6  P.M. 
S.F.  Gospel  Mission,  219  Sixth  Street,  soup  after  services  at  6  P.M. 


SHELTER  » 

City  Shelter  Hotline   431-7300 

Canon  Kip  (Episcopal  Church  Sanctuary) ,  75  Natoma  St. ,  men,  women  and  children 

Salvation  Army,  75  McCoppin  St. ,  men  only,  7  P.M. 

St.  Vincent  de  Paul,  (Ozanam  Center),  1175  Howard  Street,  9:30  P.M. 

S.F.  Gospel  Mission,  219  Sixth  Street,  men,  6  P.M. 

Lifeline  Mission,  917  Folsom  Street,  men,  21  beds,  6:30  P.M. 

Old  St.  Mary's  Church,  660  California  Street,  women  with  children, 

3  night  max,  5  P.M. 
Raphael  House,  1065  Sutter  Street,  women  with  children  474-4621 
La  Casa  de  las  Madres,  shelter  for  battered/threatened  women,  call  469-7650 
Hospitality  House,  146  Leavenworth  Street,  youth:  12-8:00  P.M.,  men:  11  P.M. 
Huckleberry  House,  1292  Paige  Street,  must  call  first  621-2929 
St.  Anthony's  Drop-in  Center,  121  Golden  Gate,  11  PM:  women  and  children 
Traveler's  Aid  Society,  38  Mason  Street,  less  than  45  days  in  S.F. , 

9-12  AM,  1-4  PM,  M-F  781-6738 
Night  Ministry,  limited  referrals  for  couples  and  families  986-1464 


FREE  CLOTHING 

Hospitality  House,  146  Leavenworth  Street 

St.  Anthony's,  121  Golden  Gate  Avenue,  9-10  AM 

S.  F.  Gospel  Mission,  219  Sixth  Street 

Clothes  Closet,  1680  Mission  Street,  AFDC  families  only 


FREE  SHOWERS  AND  SHAVE 


Aquatic  Park,  the  foot  of  Polk  Street  by  the  Bay,  enter  at  beach  side, 

8:30  A.M.  -  4:30  P.M.  daily 
Hospitality  House,  146  Leavenworth,  sign  up  at  noon  for  use  of  YMCA  showers 
Ozanam  Center,  1175  Howard  Street,  8-10:30  A.M.  Tuesday,  Thursday,  Saturday 
St.  Anthony's,  45  Jones  Street  near  Golden  Gate,  1  change  of  clothes 
washed  while  shower:  Women,  4-6  P.M. 
Men,   7-9  P.M. 
Barber  shop  M-F,  2-6  P.M. 


££>pendix  4 

Job  Descriptions 

Project  Director 


The  duties  of  the  Project  Director  will  include: 

•  assure  integration  of  the  program  in  the  Department  of 
Public  Health  system 

•  provide  direction  to  the  Department's  long-range  efforts 
to  improve  health  care  for  the  homeless 

e  negotiate  contracts  or  agreements  with  service  providers 
©  serve  as  Medical  Director  for  the  physicians  and  nurse 

practitioners  in  the  shelter  clinics 
®  supervise  ongoing  collection  of  data  regarding  the  medical 

problems  of  the  homeless 

•  provide  direct  patient  services 


Appendix  5 

Letters  of  Agreement  from  Participating  Agencies 


ST.  ANTHONY  FOUNDATION 

MEDICAL  CLINIC 

55  Jones  St.,  San  Francisco 


OFFICE: 

121  Golden  Gate  Ave., 

San  Francisco,  CA  94102 

864-0241 


Fr.  Alfred  Boeddeker,  O.F.M. 
Founder 

Fr.  Floyd  Lotito.  O.F.M. 
Director,  Dining  Room 

Jamas  Kilty,  M.S. 
Executive  Director,  S.AJF. 


BOARD  OF  DIRECTORS 


Francis  J.  Curry,  M.D. 

Former  Director  of  Public  Health,  S.F. 

Professor  of  Medicine,  U.C.S.F. 

Vice-Chairmen: 

Frank  Solomon,  M.D.,  FACP 

Director  of  Out-Patient  Services 

St  Mary's  Medical  Center,  S.F. 

George  Hunt 

Director  of  Ambulatory  Services 

Pacific  Medical  Center,  S.F. 

Marty  Strom 

Business  Manager,  Clinics 

Pacific  Medical  Center,  S.F. 

Cecilia  Johnson,  M.D. 

District  Health  Officer 

Maylian  Lee,  R.N. 

Supervising  P.H.N. 

Health  Center  #4 

Dennis  Stone,  M.D. 

Director,  Curry  M.S.S.P.  Clinic 


June  25,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.   10011 


Dear  Doctor  Brickner: 


The  descriptive  narrative 
of  the  San  Francisco  Departmen 
for  funds  from  the  Robert  Wood 
and  Mental  Health  Program  for 
United  States  accurately  descr 
of  these  individuals  in  the  ce 
city.  The  program  outlined  by 
effectively  treat  the  medical, 
social  needs  of  these  unfortun 
We  endorse  this  program  and  we 
Dr.  Kelly  to  assist  him  to  sue 
the  goals  the  Department  has  e 


in  the  application 
t  of  Public  Health 

Johnson  Medical 
the  Homeless  in  the 
ibes  the  conditions 
ntral  area  of  this 

Dr.  John  Kelly  will 

mental  health  and 
ate  human  beings. 

will  work  with 
cessfully  achieve 
stablished. 


We  recommend  this  application  for  your  serious 
consideration  and  hope  that  you  will  fund  it, 
because  the  program  will  put  together  a  system 
of  services  to  resolve  the  "Homeless  Problems." 


Sincerely, 


3yi  (x*.  lu  1  -  ^cwv^,  y*\  •  & 


Francis  J.  Curry 
Administrator  and 
Medical  Director 
St.  Anthony  Clinic 


William  Booth 

Will  Pratt 

Ray  Robinson 

John  H.  Barnard 

Frank  Jordan 

Nick  Gabriel 

Founder 

Ter 

ntorial  Commander 

Divisional  Commander 

Advisory  Board  Chairman 

Advisory  Council  Chairman 

Director 

2Ih?   8>aluattnn   Army 

San  Francisco  Harbor  Light  Services 

1275  Harrison  Street    (415)  864-7000 

San  Francisco,   California  94103 

June   29,   1984 

Dr.  John  J.  Kelly,  M.D. 
City  &  County  of  San  Francisco 
Department  of  Public  Health 
101  Grove  Street,  Suite  323 
San  Francisco,  CA  94122 

Dear  Dr.  Kelly: 

This  is  to  certify  that  The  Salvation  Army  Harbor  Light 
Services,  the  agency  responsible  for  the  Shelter  for 
Homeless  Men  at  341  Eddy  Street,  is  willing  to  support 
to  the  utmost  your  proposal  in  order  to  furnish  medical 
help  and  other  ancillary  services  to  the  homeless  population. 

You  can  be  assured  of  the  cooperation  of  our  staff  at  that 
location  and  we  will  be  more  than  happy  to  make  our  facil- 
ity available  on  a  mutually  convenient  and  scheduled  basis. 

Thank  you  so  much  for  caring  about  those  who  are  less  for- 
tunate than  ourselves. 


In  His  Service. 


Cordially,  /ft^A/^Jf 


Nick  Gabriel    M.B.A.,   A/Captain 
Di  rector 


NG:clw 


:ounded  in  1  865 
Detoxification  Center 


Recovery  Home 


Bridgeway  Project 


Crisis  Assistance 


Court  Liaison 


St.  Vincent  de  Paul  Society 
Help  Us  Help  Others  of  San  Francisco 


June   28,    1984 


Dr.  John  T.  Kelly,  M.D. 
101  Grove,  Room  323 
San  Francisco,  CA  94102 


Dear  Dr.  Kelly, 


This  letter  will  confirm  that  the  St.  Vincent  de  Paul  Society 
will  provide  space  at  our  shelter  at  1175  Howard  Street  for  on-site 
medical  visits.  Our  staff  will  be  happy  to  cooperate  in  every  way 
and  very  much  appreciate  the  opportunity  to  work  with  you  to  better 
serve  our  homeless  population. 

We  look  forward  to  the  program's  commencement.  Thanks  again 
for  all  your  efforts. 


Sincerely, 


/Chi 


/\t*C~\ 


T.  Kevin  Gagen 

Shelters  Program  Director 

St.  Vincent  de  Paul  Society 


Administrative  Office  1745  Folsom  Street  San  Francisco,  CA  94103  (415)  863-3315 

Oliver  House  80  Ninth  Street  San  Francisco,  CA  94103  (415)  621-5286 

Ozanam  Reception  Center  1175  Howard  Street  San  Francisco,  CA  94103  (415)  864-3057 

Rosalie  House  1 745  Folsom  Street  San  Francisco,  CA  941 03  (41 5)  626-1 51 5 

St.  Vincent  de  Paul  Shelters  1173  Howard  Street  San  Francisco,  CA94103  (415)  864-3057 

St.  Vincent  de  Paul  Stores  &  Rehabilitation  1 745  Folsom  Street  San  Francisco,  CA  941 03  (41 5)  626-1 51 5 


™n     nam  central  city 

Hospitality  house 

146  Leavenworth  Street 

San  Francisco,  California  94102 

(415)776-2102 


Gabriel  Gesmer 

PresiCent 

Colesie  Sterling 

ist  Vice  Presioeni 

Jerry  Burke 

?no  vice  President 

Eileen  Bleeker 

Sectelary 

Edward  Jay 

Treasurer 


David  Cincotta 
Tom  Harris 

Susan  Cook  Moganson 
Herb  Kregel 
Ann  Krivonic 
Larry  Long 
Gilbert  Lopez 
Harry  Mack 
Mark  Powelson 
Gloria  Root 


Barbara  Bysiek 

liecuiw  Direclo< 


June  28,  1984 


John  Kelly,  M.D. 

Director,  M.I. A.  Program 

San  Francisco  Dept.  of  Public  Health 

Room  #33 

101  Grove 

San  Francisco,  Ca . 

Dear  Dr.  Kelly; 

This  letter  is  intended  to  formalize  the  agree- 
ment between  the  San  Francisco  Department  of  Public 
Health  and  Central  City  Hospitality  House. 

Central  City  Hospitality  House  will  furnish 
space  for  the  San  Francisco  Department  of  Public  Health 
staff  and  we  look  forward  to  working  with  you  in  pro- 
viding a  coordinated  system  of  medical  and  psychiatric 
services  to  the  homeless  through  funding  from  the 
Robert  Wood  Johnson  Foundation. 


Barbara  Bysiek,  L.C.S.W. 
Executive  Director 

BB:hj 


the  episcopal  sanctuary 

1 74  Eighth  Street  at  Natoma.  San  Francisco.  California  94103    415-863-3893 

A  non-profit  charitable  organization  which  shelters  and  feeds,  clothes,  counsels  and  rehabilitates 
jobless  and  homeless  individuals,  without  regard  to  race,  religion  or  sex. 


The  Rt.  Rev.  William  E.  Swing.  D.D. 
Chairman  of  the  Board 

Executive  Members  of  the  Board: 

Kenneth  B  Weeman  Jr. 
President 

Elizabeth  E.  Moore 
Vice-President 

Peter  J.  Musto 
Treasurer 

Kathryn  Weeman 
Secretary 

Philip  C.  Smith 
Counsel 

Gary  L.  Hultguist 
Counsel 

The  Rev.  William  H.  Barcus  III.  M.  Div 
Executive  Director 


June    29,    1984 


John    T.    Kelly,    M.D. 

Medical    Director 

Medically    Indigent    Adult    Program 

101    Grove 

San    Francisco ,    Ca    94102 

Dear    Dr .    Kelly , 


We    very    much    look    forward    to    cooperating    with 
the    Department    of    Public    Health    in    its    sheltercare 
program .       An    on-site    clinic    is    a    critical    need    for 
our    clients ,    and    we    agree    to    make    the    space    available 
for    clinical    activities    sponsored    by    the    department . 

We    welcome    this    opportunity    to    provide    direct    medical 
assistance    to    the    homeless    people    who    use    our    shelter , 
as    was    provided    before    at    Grace    Cathedral    under    your 
direction . 

We    stand    ready    to    make    available    the    services  of    our 

staff,    including    our    social    workers    and    their  referral 

network ,     to    improve    the    lot    of    our    clients    in  whatever 
ways    are    possible . 

Our    cooperative    efforts    with    you    and    the    Department 
of   Health    have    been    of    enormous    benefit    to    our    clients 
and,    of    equal    importance ,    to    the    city.       Thank    you. 


Sincerely , 


UOdULutux  Vb,  *&&mjll^ 


The    Rev.     William    H.    Barcus    III 

cc :       Board    of    Directors 

The    Rt .  fiev.  William    E.    Swing    Jr. 


Board  of  Directors:    Marian  Brischle  •  Ming  Chapin  •  Charles  Dishman  •  Kay  Hundley  Fisher  •  Michael  Franklin 

•  Georgene  Gaede  •  Stephen  M.  Goldfinger,  M.D.  •  E.  Dixon  Heise  •  Philippe  Henry  de  Tessan  •  R.  Hayes  Keeler 

John  T.  Kelley,  M.D..  Ph.D.  •  Wesley  Lones  •  Kathryn  Mayerhofer  •  Valli  Thayer  Mcdougle  •  Anne  Branch  Perez 

Sydney  Shaber,  M.D.  •  Kathryn  Thomas  •  Stephen  Wise  •  Advisory:    Patricia  Vallejo  McGettigan 


ST.  ANTHONY  FOUNDATION 
MEDICAL  CLINIC 

55  Jones  St.,  San  Francisco 


OFFICE: 

121  Golden  Gate  Ave., 

San  Francisco,  CA  94102 

864-0241 


Fr.  Alfred  Boeddeker,  O.F.M. 
Founder 

Fr.  Floyd  Lotito,  O.F.M. 
Director,  Dining  Room 

James  Kilty,  M.S. 
Executive  Director,  S.AS. 


BOARD  OF  DIRECTORS 

Chairman: 

Francis  J.  Curry,  M.D. 

Former  Director  of  Public  Health.  S.F. 

Professor  of  Medicine,  U.C.S.F. 

V  ice-Chairmen: 

Frank  Solomon,  M.D.,  FACP 

Director  of  Out-Patient  Services 

St.  Mary's  Medical  Center,  S.F. 

George  Hunt 

Director  of  Ambulatory  Services 

Pacific  Medical  Center,  S.F. 

Marty  Strom 

Business  Manager,  Clinics 

Pacific  Medical  Center,  S.F. 

Cecilia  Johnson,  M.D. 

District  Health  Officer 

Maylian  Lee,  R.N. 

Supervising  P.H.N. 

Health  Center  #4 

Dennis  Stone,  M.D. 

Director,  Curry  M.S.S.P.  Clinic 


June  25,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.   10011 


Dear  Doctor  Brickner 
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We  recommend  this  application  for  your  serious 
consideration  and  hope  that  you  will  fund  it, 
because  the  program  will  put  together  a  system 
of  services  to  resolve  the  "Homeless  Problems." 


Sincerely, 


3-/1  (X*.  LU    J  •  ^uaazv,  >\  •  6"  . 


Francis  J.  Curry 
Administrator  and 
Medical  Director 
St.  Anthony  Clinic 


Larkin  Street  Youth  Center 


a  multi-service  center  for  homeless,  runaway  and  street  youth 


1040  Larkin  Street 
San  Francisco,  California 
94109 


(415)  673  091 1 

June  28,  19  84 

John  T.  Kelly,  M.D.,  ph.D. 
Department  of  Public  Health 
101  Grove  Street,  Room  323 
San  Francisco,  California   94102 

Dear  Dr.  Kelly: 

I  am  pleased  to  submit  this  letter  of  agreement  pertin- 
ent to  health  services  for  homeless  clients  at  the  Larkin 
Street  Youth  Center.   The  Larkin  Street  Youth  Center  is  a 
multi-purpose  center  for  homeless,  runaway  and  street  youth. 
The  Center  is  located  in  proximity  to  the  central  city  and 
Polk  Street  neighborhoods,  areas  where  these  young  people 
congregate. 

Health  services  for  this  population  has  been  identified 
as  one  of  the  major  service  needs  of  our  population  of 
young  people. 

We  are  pleased  to  be  included  in  San  Francisco's  proposal 
to  the  Robert  Wood  Johnson  Foundation's  Health  Care  for  the 
Homeless  Program.   We  will  be  able  to  provide  the  space  to 
operate  a  health  clinic  at  Larkin  Street  and  are  happy  to 
have  the  opportunity  to  work  with  the  San  Francisco  Depart- 
ment of  Public  Health  in  this  endeavor  to  serve  a  very  needy 
population  in  our  city. 

Sincerely, 


Russell  Zellers,  MSW 
Program  Director 


RZ:  jd 
cooperative  project  of  Youth  Advocates 


Polk  Street  Town  Hall  Central  City  Hospitality  House 

Catholic  Social  Service  URSA  Institute 
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Organizational  Chart 
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Training  Program  for  Shelter  Providers 
Sponsored  by- 
Northeast  Mental  Health  Center 
June,  1984 
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Letters  of  Endorsement 


City  and  County  of  San  Francisco 


Department  of  Public  Health 


June  28,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.  10011 

Dear  Dr.  Brickner: 

I  am  writing  to  request  your  approval  of  the  San  Francisco 
Department  of  Public  Health's  application  to  the  Health 
Care  for  the  Homeless  Program,  sponsored  by  the  Robert  Wood 
Johnson  Foundation  and  the  Pew  Memorial  Trust. 

As  the  provider  of  last  resort  in  San  Francisco,  the 
Department  provides  a  broad  range  of  medical  and  psychiatric 
services  to  thousands  of  indigent  patients  each  year.   Many 
of  these  patients  are  homeless. 

The  Department  generally  provides  services  to  the  homeless 
whenever  they  present  at  our  facilities.   However,  we 
have  never  had  a  program  designed  specifically  for  the 
homeless . 

The  Department's  proposal  to  establish  an  outreach  system  for 
the  homeless,  to  deliver  on-site  medical  and  mental  health 
services,  should  significantly  increase  the  accessibility  of 
health  care  to  the  homeless  in  San  Francisco.   The  funding  of 
our  proposal  should  greatly  help  us  in  our  long-range  efforts 
to  obtain  additional  resources  to  provide  for  the  health  needs 
of  the  homeless. 

I  urge  you  to  give  our  proposal  your  most  serious  consideration 

Sincerely, 


Mervyn  F.  Silverman,  M.D.,  M.P.H. 
Director  of  Health 


MFSrcpc 


101  Grove  Street 


San  Francisco,  CA  94102 


City  and  County  of  San  Francisco 


Department  of  Public  Health 


June  28,  1984 


Philip  W.  Brickner ,  M.D. 
Director,  Health  Care  for  the 

Homeless  Program 
Department  of  Community  Medicine 
St.  Vincent's  Hospital  and  Medical 

Center 
153  West  11th  Street 
New  York,  N.Y.   10011 

Dear  Dr.  Brickner: 

I  have  served  on  the  Mayor's  Task  Force  for  the  Homeless  for 
the  past  nineteen  months.   During  this  period  of  time,  the 
organizations  concerned  with  the  feeding,  clothing  and  shelter- 
ing of  the  homeless  were  brought  together.   As  the  representatives 
of  the  various  groups  have  worked  with  the  City  and  County  of  San 
Francisco  to  better  meet  the  needs  of  the  homeless,  we  have 
found  a  much  higher  incidence  of  illness  among  the  homeless  than 
in  the  general  population.   Great  numbers  of  the  homeless  in 
San  Francisco  have  histories  of  mental  illness,  substance  abuse 
and  physical  disability. 

In  looking  at  the  health  care  services  provided  to  the  homeless, 
it  has  become  apparent  that  the  homeless  are  heavy  users  of 
health  care  services  but,  generally,  they  do  not  access  medical 
care  until  their  problems  have  become  serious.   There  would 
be  considerable  mutual  benefit  -  to  the  health  providers  and 
the  homeless  -  if  there  could  be  earlier  intervention. 

The  most  likely  way  in  which  the  delivery  of  health  care  services 
to  the  homeless  could  be  improved  would  be  through  the  develop- 
ment of  an  outreach  system  which  would  put  health  personnel 
into  the  shelters.   The  Department  of  Public  Health  does  not 
have  the  resources  to  create  such  a  system.   However,  this  system 
would  be  established  if  our  proposal  to  the  Rober  Wood  Johnson 
Foundation  and  Pew  Memorial  Trust  is  approved.   Approval  of  our 
application  would  greatly  improve  the  delivery  of  medical  care 
to  the  homeless  and  should  lead  to  improvements  in  the  health 
and  well  being  of  a  significant  number  of  the  homeless. 


\tery  triuw  yours ^    / 

/   /Joseph  MigAbla,  JrV 
(    Deputy  Director  for  Institutions 


Central  Office 


1 01  Grove  Street 


San  Francisco,  CA  94102 


City  and  County  of  San  Francisco  Department  of 

Public  Health 


San  Francisco  General  Hospital 
Medical  Center 


June   29,    1984 


Philip  W.  Brickner,  M.D.,  Director 

Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  New  York  10011 

Dear  Dr.  Brickner: 

I  am  writing  in  support  of  the  City  of  San  Francisco's  application 
to  the  Robert  Wood  Johnson  Foundation/Pew  Memorial  Trust  Healthcare  for 
the  Homeless  program. 

As  the  Director  of  Inpatient  and  Emergency  Psychiatric  Services  at 
San  Francisco  General  Hospital,  the  County's  only   publicly-funded  inpatient 
psychiatric  facility,  the  problems  of  the  homeless  mentally  ill  have  been 
of  great  concern  to  me  for  some  time.   The  effect  of  homelessness  and 
residential  instability  on  both  the  level  of  need  and  presenting  characteristics 
of  the  patients  we  see  led  me  in  fact  to  engage  in  several  research  studies 
in  this  area  (cf.  Chafetz,  L.  and  Goldfinger,  S.  Residential  Instability  in  a 
Psychiatric  Emergency  Setting,  Psychiatric  Quarterly,  56:1  (1984).  More  recent, 
albeit  less  rigorous,  follow  up  has,  I  believe,  demonstrated  the  impact  of  the 
organized  shelter  system  developed  since  the  time  of  the  original  research 
data  collection.   It  is  clear,  however,  that  the  existence  of  free-standing 
shelters  addresses  only  part  of  the  problem. 

As  a  member  of  the  American  Psychiatric  Association  Task  Force  on  the 
Homeless  Mentally  111,  I  have  over  the  past  year  had  the  opportunity  to  visit 
the  shelter  systems  in  many  of  America's  major  cities.   The  site  visit  group, 
composed  of  H.  Richard  Lamb,  M.D.,  Leona  Bachrach,  Ph.D.,  Frank  Lipton,  M.D., 
Ellen  Baxter,  myself  and  others,  spent  many  hours  discussing  the  contrast 
between  the  approach  to  shelter  care  delivery  in  various  communities.  Although 
everyone  agreed  that  San  Francisco  offered  the  most  coordinated  approach  to 
service  delivery,  it  was  apparent  that  even  here  the  clients  suffered  from  the 
lack  of  full  availability  and  accessibility  to  medical  and  mental  health  care 
interventions. 


1001  Potrero  Ave.,  San  Francisco,  CA  94110 


Philip  W.  Brickner,  M.D, 
June  29,  1984 


Page  Two 

It  is  from  this  perspective  that  I  can  most  enthusiastically  endorse 
Dr.  Kelly  and  the  Department  of  Public  Health's  proposal.   They  have  carefully 
assessed  both  the  medical  and  mental  health  needs  and  current  service  utilization 
patterns  of  the  homeless  population.   Rather  than  arriving  at  a  service  delivery 
model  from  an  external  perspective,  they  have  weekly,  and  for  more  than  a  year, 
met  with  all  shelter  providers  in  this  City  and  County.   Thus,  their  service 
model  reflects  the  expressed  needs,  preferences  and  "hands-on"  knowledge  of 
those  most  centrally  involved  in  the  existing  shelter  system.   Because  of  the 
care  and  dedication  demonstrated  by  them,  I  know  that  the  program  is  welcomed, 
endorsed  and  earnestly  supported  by  all  those  who  work  closely  with  this 
population. 

I  recognize  that  the  selection  of  fourteen  cities  in  the  Country  for  the 
receipt  of  program  funding  is  an  unenviable  task.   One  might  make  the  case  that 
San  Francisco,  already  in  possession  of  a  relatively-coordinated  and  comprehensive 
system,  could  be  considered  as  an  area  of  lower  priority.   I  believe  however,  that 
in  the  interests  both  of  furthering  our  understanding  of  the  specific  medical 
needs  of  the  homeless  population  and  in  the  interests  of  maximizing  the  potential 
knowledge  that  can  be  gained  in  developing  service  systems  for  those  clients,  I 
believe  that  San  Francisco  would  serve  as  a  superb  site  for  a  demonstration  project. 
I  can  therefore  enthusiastically,  and  without  reservation,  endorse  this  proposal. 

Please  feel  free  to  contact  me  if  I  can  be  of  any  further  assistance. 

Sincerely, 


Stepher 

Director 

Outpatient  and  Emergency  Services 

San  Francisco  General  Hospital 

Assistant  Clinical  Professor  of  Psychiatry 
University  of  California  San  Francisco 

Member 

American  Psychiatric  Association 
Task  Force  on  the  Homeless  Mentally  111 
SMG:maj 


City  and  County  of  San  Francisco 


;uri 


Department  of  Public  Health 

COMMUNITY  MENTAL  HEALTH  SERVICES 
ADMINISTRATIVE  OFFICES 


June   25,    1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.   10011 

Dear  Dr.  Brickner: 


I  am  writing  to  let  you  know  of  our  support  for  the  application  of  the 
San  Francisco  Department  of  Public  Health  for  financial  support  from  the 
Robert  Wood  Johnson  Foundation  for  a  program  offering  better  coordinated 
and  more  comprehensive  Health  Care  For  the  Homeless. 

A  number  of  CMHS  staff  have  participated  in  coordinating  existing  health 
services  for  the  homeless,  and  in  planning  this  program  proposal.   We 
have  learned  that  the  homeless  receive  tremendous  amounts  of  expensive 
psychiatric  inpatient  care.   Often  this  care  is  not  the  most  useful  or 
relevent,  and  it  is  regularly  influenced  by  the  lack  of  food,  clothing  and 
shelter,  and  by  inadequate  earlier  health  care. 

We  are  eager  to  continue  to  work  together  to  develop  the  best  possible 
network  of  services  for  this  very  difficult  group  of  San  Franciscans. 
Our  estimates  are  that  as  many  as  one-third  of  the  homeless  have  primary 
mental  illnesses  which  account  for  their  confusion  and  their  difficulty 
in  documenting  their  psychiatric  disabilities  and  their  eligibility  for 
financial  assistance  and  appropriate  health  care. 

This  is  a  major,  and  increasing,  problem  in  San  Francisco.   We  have  had 
real  success  in  building  cooperative  networks  but  now  need  to  increase 
programs  in  order  to  reduce  the  inappropriate  use  of  the  most  expensive 
acute  services. 


\K(^> 


AlSh  Leavitt,  M.A. 
Program  Chief 


John  T.  Kelly,  M.D.,  Ph.D. 
Medical  Direcor,  MIA  Program 


415)  558-4387 


555  Polk  Street 


San  Francisco,  CA  94102 


City  and  County  of  San  Francisco 


Department  of 
Public  Health 


San  Francisco  General  Hospital 
Medical  Center 


June  27,    1984 

Phillip  W.  Brickner,  M.D. 

Director  of  Health  Care  of  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  &  Medical  Center 

153  West  -  11th  Street 

New  York,  NY.   10011 


Dear  Dr.  Brickner: 

I  am  pleased  to  support  the  application  of  the  San  Francisco 
Department  of  Public  Health  to  The  Robert  Wood  Johnson  Foundation's 
Health  Care  for  the  Homeless  Program.  The  proposal  outlines  well 
the  problems  of  delivering  health  care  and  other  support  services 
to  the  homeless  and  "street  people"  of  the  North  of  Market  area  of 
San  Francisco. 

As  a  former  Administrator  and  current  Medical  Director  of  the 
Division  of  Outpatient  and  Community  Services  of  San  Francisco 
General  Hospital  since  1971,  I  am  personally  familiar  with  the 
difficulties  of  providing  services  to  this  elusive  and  high-need 
group  of  patients.   Although  our  Satellite  clinics,  based  in  the 
community,  have  made  significant  improvements  in  the  care  to  this 
population,  the  currend  demand  for  services  exceeds  existing  resources 
by  a  considerable  degree.   Our  South  of  Market  Health  Center,  which 
has  been  the  principal  facility  serving  the  population  of  both  North 
and  South  of  Market  for  many  years  has  had  a  40  percent  increase  in  . 
its  workload  in  the  past  year.  This  increase  has  come  from  the  com- 
bination of  increase  in  the  homeless  population,  as  well  as  the  shift 
created  by  decreased  funding  for  Medically-Indigent  Adults,  and  other 
low-income  populations  formerly  eligible  for  Medicaid  services. 

The  situation  would  be  even  worse  if  St.  Anthony's  Clinic  had  not 
been  developed  directly  to  serve  the  North  of  Market  population.  How- 
ever, that  facility  also  is  strained  and  needs  intensive  work  to 
develop  improve  services  to  a  population  that  seems  to  increase  yearly. 

Should  the  proposal  be  approved,  we  will  work  closely  with  the 
Shelter  Care  Project  and  staff.  We  believe  that  a  coordinated,  community- 
wide  approach  to  this  troubled  group  of  people  is  the  only  strategy  that 
is  likely  to  prove  successful  in  the  long 


Donald  L.  Fink,  M.D. 
Medical  Director 


1001  Potrero  Ave.,  San  Francisco,  CA  94110 


Sity  and  County  of  San  Francisco 


Department  of 
Public  Health 

San  Francisco  Ganaral  Hospital 
Medical  Cantar 


June    29,    1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  New  York   10011 

Dear  Dr.  Brickner: 

This  letter  endorses  the  Robert  Wood  Johnson  grant  application 
of  the  San  Francisco  Department  of  Public  Health  for  medical 
services  to  the  homeless. 

The  access  to  and  continuity  of  care  for  the  medical  and 
psychiatric  needs  of  the  homeless  will  be  well  improved  by 
implementation  of  the  "shelter  care"  program.   The  linkages 
that  will  be  developed  with  San  Francisco  General  Hospital  and 
other  health  programs  are  vitally  necessary  to  this  group  of 
homeless  patients. 

I  strongly  urge  your  favorable  consideration  of  this  grant 
request. 


GEOFFREY  N.  LANG 
Executive  Administrator 


GNL:af 


1001  Potraro  Ave.,  San  Francisco,  C A  94110 


City  and  County  of  San  Francisco  Department  of 

Public  Health 


San  Francisco  General  Hospital 
Medical  Center 


June    22,    1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  NY   10011 

Dear  Dr.  Brickner: 

I  am  writing  in  support  of  the  application  of  the  San  Francisco  Department 
of  Public  Health  to  the  Robert  Wood  Johnson  Foundation's  Health  Care  for 
the  Homeless  Program. 

The  Emergency  Department  at  San  Francisco  General  Hospital  is  a  common 
entry  point  into  the  health  care  system  for  thousands  of  homeless  persons 
each  year.  Lacking  food,  shelter  and  transportation,  the  homeless  make  the 
least  appropriate  use  of  the  Emergency  Department.  Their  patterns  of  use 
reflect  a  lack  of  insight  into  their  health  problems  that  lead  to  crisis 
intervention  and  poor  aftercare.  The  burden  placed  on  our  department  to 
manage  health  care  problems  that  could  have  been  prevented  among  the 
indigents  is  considerable. 

It  is  essential  that  outreach  programs  be  created  to  better  address  and 
channel  the  health  needs  of  our  homeless  citizens.  We  are  currently 
without  the  resources  to  alter  the  patterns  of  neglect  which  contribute  to 
a  marked  increase  in  morbidity  and  mortality  in  this  group. 

I  strongly  urge  your  favorable  consideration  of  San  Francisco's 
application. 


Sincerely , 


Edward  C.  fceehr,  M.D. 
Chief,  Emergency  Services 
SFGH 


ECG/go/wp 

cc:   John  T.  Kelly,  M.D.,  Ph.D. 
Medical  Director 
MIA  Program 


1001  Potraro  Ave.,  San  Francisco,  C A  94110 


City  and  County  of  San  Francisco 


Department  of 
Public  Health 

San  Francisco  General  Hospital 
Medical  Canter 


June  27,  1984 


Philip  W.  Brickner,  M.D. 

Director 

Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  &  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.  10011 

Dear  Dr.  Brickner: 


As  Director  of  the  Adult  Medical  Clinics  at  San  Francisco  General 
Hospital  I  can  attest  to  the  profound  needs  presented  by  the 
homeless  1n  San  Francisco.  Our  medical  screening  clinic  and  primary 
care  general  medicine  clinics  receive  these  patients  from  the 
community  centers  and  emergency  room  with  advanced  states  of  Illness 
related  to  the  difficulty  in  obtaining  care.  An  Integrated  program 
emphasizing  preventive  services,  screening  and  early  treatment  would 
clearly  reduce  the  severity  of  presenting  illness  and  may  in  fact 
decrease  our  hospitalization  rate  for  these  patients.  The  lack  of 
adequate  drop-in  capabilities  in  our  clinics  severely  limits  access 
to  this  particular  population.  Institutional  constraints  and  the 
nature  of  the  bureaucracy  of  a  large  county  Institution,  as  well  as 
the  fragmentation  of  the  system  in  general,  compounds  these  problems. 

My  staff  and  I  will  work  closely  with  Health  Care  for  the  Homeless 
Program  1n  any  way  possible. 

Sincerely, 


|<M>    / 


Richard  H.  Fine,  M.VD. 
Chief,  Adult  Medical  Clinics 
Associate  Clinical  Professor  of  Medicine 
University  of  California,  San  Francisco 


RHF:ee 


1001  Potraro  Ave.,  San  Francisco,  CA  94110 


UNIVERSITY  OF  CALIFORNIA,  SAN  FRANCISCO 


BERKELEY  •  DAVIS   •  IRVINE  •  LOS  ANCELES  •  RIVERSIDE  •  SAN  DIECO  •  SAN  FRANCISCO 


SANTA  BARBARA  •  SANTA  CRUZ 


SCHOOL  OF  MEDICINE 

DEPARTMENT  OF  PEDIATRICS 

SAN  FRANCISCO  HIGH  RISK  YOUTH  PROJECT 


Please  address  reply  to  the  undersigned  at 

SAN  FRANCISCO  GENERAL  HOSPITAL 
SAN  FRANCISCO,  CALIFORNIA   94110 

Room  6B31 


June  26,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.  10011 

Dear  Dr.  Brickner: 

It  is  my  pleasure  to  write  this  letter  of  endorsement  for  the  San  Francisco  Department 
of  Public  Health  application  for  the  Homeless  Project. 

As  a  health  provider  at  San  Francisco  General,  I  encounter  homeless  and  runaway  youth 
on  a  daily  basis  in  my  Teen  Medical  Clinic  at  San  Francisco  General  Hospital.   Those 
that  get  to  me  and  my  staff  are  especially  motivated  and/or  needy  of  medical  attention. 
They  present  complex  and  difficult  medical  and  psychosocial  problems  which  often 
challenge  and  confound.   Since  San  Francisco  is  still  a  gathering  point  for  youth, 
they  bring  with  them  problems  for  which  they  were  motivated  to  leave  their  homes. 

The  Robert  Wood  Johnson  High  Risk  Youth  staff  have  been  struck  with  the  multiple  health 
problems  of  these  youth  in  the  community.   Specially,  these  young  people  have  been 
identified  at  the  San  Francisco  Youth  Guidance  Center  (Juvenile  Hall)  as  well  as  at 
Hospitality  House  and  Larkin  Street  Center  in  the  Tenderloin  area  of  the  City. 

There  is  great  need  for  health  care  provisions  in  the  Polk  Street  and  Tenderloin 
Districts  for  these  youth.   A  small  medical  clinic  has  been  established  at  Larkin  Street 
recently,  but  there  is  great  need  for  further  support  for  the  homeless  youth  in  this 
area. 


High  Risk  Youth  Staff  would  be  able  to  establish  the  service  so  that  it  might  continue 
after  the  termination  of  that  project.   Besides  medical  providers,  the  use  of  a  nurse 
practitioner  would  expand  the  provider  time  at  Larkin  Street. 

The  needs  are  great  and  it  is  very  hopeful  that  we  can  begin  a  program  for  homeless 
youth  which  would  be  maintained  by  the  City  when  once  established  and  developed. 

I  give  my  full  support  for  this  effort  to  serve  the  many  homeless  people  and  especially 
the  youth  in  San  Francisco. 

Sincerely  yours, 


'J^<kk<:V  OQxAiJ^vO 


Richard  C.  Brown,  M.D. 

Director,  Adolescent  Services,  S.F.G.H, 


City  and  County  of  San  Francisco  Department  of 

Public  Health 


San  Francisco  General  Hospital 
Medical  Center 


June  26,  198U 


Philip  V.  Brickner,  M.D. 

Director  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

Hew  York,  Hew  York  10011 

Dear  Doctor  Brickner, 

I  am  writing  in  support  of  San  Francisco  Department  of  Public 
Healths'  application  to  the  Robert  Wood  Johnson  Foundations  Health 
Care  for  the  Homeless. 

As  social  workers  within  the  Public  Health  System,  we  are  acutely 
aware  not  only  of  the  major  issues  affecting  health  care  delivery  to 
the  Homeless  but  also  their  impact  on  our  existing  system  of  health 
care. 

We  look  forward  to  and  are  confident  that  San  Francisco  can  design 
and  implement  a  health  care  system  responsive  to  their  needs  and  tailored 
to  provide  adequate  and  continuing  care  to  this  growing  unique  population 
we  have  identified  and  profiled. 


Very  Truly  Yours, 


tan -Clare  Plebani,  MSW 
Lef ,  Medical  Social  Services 


JCP:dg 


1001  Potrero  Ave.,  San  Francisco,  CA  94110 
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995  POTRERO  AVENUE.  SAN  FRANCISCO.  CALIFORNIA  94T10 
RQ  BOX  40519.  SAN  FRANCISCO.  CA  94140 
I415i  621  -  8530/B531 


SOUTH  OF  MARKET  HEALTH  CENTER 

551    MINNA     STREET 

SAN    FRANCISCO     CA    94<03 

I4I5>    621-8620     - 


CALEB   G     CLARK    POTRERO    HILL 
HEALTH   CENTER 
lOSO    WISCONSIN    STREET 
SAN    FRANCISCO     CA    94107 
14151    821-8646 


June  28,   1984 


SOUTHEAST  HEALTH  CENTER 

2401    KElTH    STREFT 

SAN    FRANCISCO     CA    94124 

14151    822-2850 

CENTRAL  CITY   DAY  TREATMENT 

191    GOLDEN    GATE    AVENUE 
SAN    FRANCISCO     CA    94102 

■  415i     B64-02O7 

TENDERLOIN    CLINIC 
251     MYDE   STREET 
SAN    FRANCISCO      CA    94IO? 
1415 i    673   5700 


Phil ip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.  10011 

Dear  Dr.  Brickner: 

Yesterday,  at  its  regular  meeting,  the  Executive 
Committee  of  the  Board  of  Directors  of  the  San  Fran- 
cisco Medical  Center  Outpatient  Improvement  Programs, 
Inc.,  acting  for  the  Board,  voted  its  endorsement  of 
the  application  to  be  submitted  by  San  Francisco 
requesting  funding  of  a  Health  Care  for  the  Homeless 
Project  in  this  city.  While  many  of  the  details  of 
this  proposal  remain  to  be  worked  out,  the  basic 
concept  is  most  appropriate  for  San  Francisco.  From 
our  work  with  the  Tenderloin  area  psychiatric  out- 
reach programs,  and  the  South  of  Market  Health  Center, 
there  are  substantial  numbers  of  homeless  people  in 
desperate  need  of  basic  medical  care.  We  are  fully 
prepared  to  cooperate  in  the  development  of  this 
vital  project. 

Please  give  this  request  for  funding  your  most 
serious  attention.  Thank  you  for  your  attention  to 
this  matter. 


Shi  rl  ey /Jo^eT^ 
Preside/ 


cc :  Dr.  John  Kelly 


'BETTER  HEALTH  THROUGH  BETTER  CARE' 


w 

North  of  Market  Multipurpose 
Senior  Services 


June  28,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  New  York  10011 

Dear  Dr.  Brickner, 

As  the  Director  of  Services  for  the  North  of  Market  Senior  Service  Center, 
I  am  writing  in  support  of  the  application  by  the  San  Francisco  Department 
of  Public  Health  to  the  Robert  Wood  Johnson  Foundation's  Health  Care  for 
the  Homeless  Program. 

We  are  located  in  the  "Tenderloin"  neighborhood  of  San  Francisco  and  serve 
persons  60  and  older  in  our  multipurpose  agency  and  primary  care  clinic. 
We  are  acutely  aware  of  the  broad  range  of  health  care  needs  needed  by 
the  increasing  homeless  population  in  this  city.  The  proposal,  as  outlined, 
will  provide  necessary  services  which  can  be  implemented  in  a  realistic, 
coordinated,  humanistic  way.  Please  give  this  proposal  your  utmost  con- 
sideration. Thank  you. 


Sincerely, 

2  */~q£6c^ 


Gay  T.  Kaplan,  RN,  MSN 
Director  of  Services 

/jf 

cc:  J.  Kelly,  MD,  PhD 


Francis  J.  Curry  Center 

333  TURK  STREET  •  SAN  FRANCISCO,  CALIFORNIA  94102  •  (415)  885-2274 


Member 

Board  of  Supervisors 

City  and  County  of  San  Francisco 


Committees: 

Chair: 

Health 

Vice-Chair: 

Public  Works 

Member: 

Culture  and  Recreation 


NANCY  G.  WALKER 

June  29,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  People 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.  10011 

Dear  Dr.  Brickner, 

The  Department  of  Public  Health  is  applying  for  a  $1.4  million, 
four-year  grant  from  the  Robert  Wood  Johnson  Foundation  and 
the  Pew  Memorial  Trust.   The  purpose  of  the  grant  is  to  deliver 
health  services  to  homeless  people. 

As  Chair  of  the  Health  Committee  of  the  Board  of  Supervisors,  I 
have  long  been  aware  of  the  many  health  services  required  by  the 
City's  homeless  population.   The  San  Francisco  Department  of 
Public  Health  has  unstintingly   attempted  to  meet  those  needs, 
many  of  which  have  required  expensive  hospitalization. 

However,  many  of  the  costly  hospitalizations  of  these  people  could 
have  been  averted  had  there  been  the  ability  to  perform  early 
triage  and  intervention.   The  majority  of  those  hospitalizations 
have  resulted  from  illnesses  and  conditions  directly  related  to  the 
unsettled  life  styles  of  homeless  people. 

I  believe  the  proposed  location  of  satellite  clinics  in  the  shelters 
and  expansion  of  staffing  hours  of  existing  satellite  services  will 
effectively  deal  with  that  problem. 

In  my  opinion,  this  proposal  is  another  example  of  the  creative  and 
humane  approach  this  City  has  been  making  to  address  the  needs  of 
our  most  unfortunate  citizens.   I  strongly  support  the  funding  of 
this  proposal  to  enable  San  Francisco  to  more  effectively  provide 
much  needed  services  to  its  poor  and  homeless. 


Yours  truly, 


LUiM 


*\_ 


Room  235 


City  Hall 


San  Francisco,  California  94102 


(415)  558-2943 


Louise  H.  Renne 
Member,  Board  of  Supervisors 

City  Hall,  Room  235 
San  Francisco,  California  94 1 02 

July    5,    1984 


Philip  W.   Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  New  York  10011 

Dear  Dr.  Brickner: 

I  have  been  advised  that  the  San  Francisco   Department  of  Public 
Health  is  applying  for  a  $1.4  million,  four-year  grant  to  de- 
liver health  services  to  homeless  people. 

As  Chair  of  the  Finance  Committee  of  the  San  Francisco  Board 
of  Supervisors,  I  strongly  support  the  program  described  in  the 
grant  proposal. 

Since  December  1,  1982,  the  City  and  County  of  San  Francisco  has 
creatively  and  innovatively  provided  food,  shelter  and  other 
services  to  our   City's  homeless.   The  Finance  Committee  has 
closely  monitored  this  activity  and  has  provided  funding  for 
this  effort. 

According  to  information  I  have  been  provided  by  the  Health  De- 
partment, a  large  number  of  homeless  people  have  been  admitted 
to  San  Francisco  General  Hospital  for  treatment  of  illnesses 
directly  related  to  their  homeless  condition.   Apparently  many 
of  those  hospitalizations  could  have  been  avoided  had  there  been 
an  earlier  assessment  of  the  individual  health  problems  of  those 
persons. 

I  believe  the  strategy  for  such  early  intervention  as  embodied 
in  this  proposal  will  provide  the  City  the  ability  to  quickly 
conduct  medical  evaluations  in  a  more  humane  manner.   Preventive 
intervention  in  these  cases  is  the  most  effective  method  of  ad- 
dressing the  multiplicity  of  human  problems  presented  by  our 
homeless  population. 

Again,  I  strongly  support  the  funding  of  this  application. 

Yours  truly, 

LHR:nm  Louise  H.  Renne,  Chair 

\  Finance  Committee 


Member 

Board  of  Supervisors 

City  and  County  of  San  Francisco 


WILLIE  B.  KENNEDY 


June    18,    1984 


Committees: 


Chair 

PUBLIC    PROTECTION 
Vice-Chair 

PLANNING.    HOUSING    & 
DEVELOPMENT 

Member 
TRANSPORTATION    ft   TRAFFIC 


Dr.  Philip  W.  Brickner,  M.D. 

Director  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

Hospital  and  Medical  Center 

Street 
10011 


St.  Vincent ' s 
153  West  11th 
New  York,  N.Y 


Dear  Dr.  Brickner: 

I  would  like  to  take  this  opportunity  to  express  my 
strong  support  of  the  $1.4  million  grant  application  being  made 
by  the  San  Francisco  Department  of  Public  Health. 

As  Chair  of  the  Planning,  Housing  and  Development  Comm- 
ttee  of  the  Board  of  Supervisors,  I  conducted  lengthy  public 
hearings  on  the  problems  of  San  Francisco's  homeless  in  Novem- 
ber, 1982. 

At  those  hearings  we  learned  that  a  large  number  of  persons 
admitted  to  San  Francisco  General  Hospital  were  homeless.   We 
were  told  that  they  required  a  wide  variety  of  medical  services 
for  illnesses  and  conditions  directly  related  to  their  homeless 
status.   We  also  learned  that  many  of  those  costly  hospital 
admissions  would  not  have  been  required  if  there  had  been  a 
more  timely  intervention  and  identification  of  individual  medical 
needs . 

I  believe  the  attached  proposal  is  the  most  effective  and 
humane  method  of  quickly  assessing  the  medical  problems  of  our 
homeless  population  and  then  providing  the  therapeutic  remedies 
indicated  in  the  most  human  and  cost  e-fective   fashion. 


funded 


I  strongly  support  this  application  and  urge  that  it  be 


Sincerely, 


Willie  B.  Kennedy 

Member,  Board  of  Supervisors 

Room  235       •       City  Hall       •       San  Francisco,  California  94102       •       (415)558-2734 


OFFICE    OF 

THE    SHERIFF 


MICHAEL  HENNESSEY,  Sheriff 

WiLLIAM  A.  DAVIS,  Undersheriff 


Room  333,  City  Hall 

SAN  FRANCISCO,  CA  94102 

Administration      558-2411 


July  27,  1984 

Ref:  84-343 

Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.   10011 

Dear  Mr.  Brickner, 

I  understand  that  the  San  Francisco  Department  of  Public  Health 
is  applying  for  a  four-year,  $1.4  million  grant  to  provide  health 
services  for  homeless  people  in  our  community. 

As  Sheriff  of  the  City  and  County  of  San  Francisco,  I  have  responsi- 
bility for  all  custody  and  correctional  facilities.  As  a  result,  my 
staff  has  witnessed  firsthand  the  multitude  of  medical  and  mental  health 
needs  of  homeless  people  entering  our  pre-trial  facilities.  Through  no 
fault  of  their  own,  they  have  completely  taxed  the  jail's  medical 
resources  on  several  occasions  with  pressing  medical  and  mental  health 
concerns  demanding  immediate  attention.  Many  of  these  health  problems 
have  been  seriously  aggravated  because  they  have  gone  without  medical 
attention  for  so  long. 

As  an  outspoken  advocate  of  the  City's  efforts  to  provide  for  and 
expand  much-needed  services  to  the  homeless  in  our  community,  I  highly 
commend  this  innovative  grant  proposal.  In  my  opinion,  this  effort  is 
probably  the  most  creative  and  humanly  sensitive  of  any  proposed  program 
in  the  country  today.  This  proposal,  providing  for  early  identification 
of  the  personal  health  needs  of  homeless  citizens  at  external  clinics, 
is  an  exemplary  approach  to  addressing  the  health  problems  of  San  Francisco's 
most  needy  before  they  reach  a  critical  stage. 

I  strongly  support  funding  of  this  proposal  at  the  level  requested. 
I  firmly  believe  that  the  inclusion  of  this  project  in  the  City's  compre- 
hensive plan  for  addressing  the  multiple  needs  of  our  City's  homeless 
will  significantly  enhance  the  health  services  my  Department  and  others 
provide,  and  most  importantly,  offer  a  humane  approach  to  remedying 
the  chronic  health  problems  of  the  homeless. 


Sincerely, 


MH:ml 


ALAN  CRANSTON 

CALIFORNIA 


QlCmieb  ^Diaicz  J&enale 

WASHINGTON.  DC.     20510 


July  5,  1984 


Dr.  John  T.  Kelly 

Medical  Director 

Medically  Indigent  Adult  Program 

Department  of  Public  Health 

101  Grove  Street,  #323 

San  Francisco,  California   94102 

Dear  John, 

Thank  you  for  letting  me  know  of  the  proposal  of  the  City  and 
County  of  San  Francisco,  Department  of  Public  Health,  to  the 
Robert  Wood  Johnson  Foundation  to  develop  "Sheltercare"  --a 
program  to  provide  medical  services  to  homeless  persons  in 
San  Francisco. 

I  am  familiar  with  Mayor  Feinstein's  efforts  to  address  the 
problems  of  homelessness  in  San  Francisco  and  believe  that 
the  city  has  made  a  tremendous  effort  to  meet  the  needs  of 
this  population.   I  am  pleased  to  know  that  the  city  is  now 
interested  in  finding  ways  to  improve  the  availability  and 
quality  of  health  care  provided  to  homeless  persons.   The 
city's  multifaceted  approach  in  using  existing  facilities 
and  in  coordinating  existing  services  in  ways  that  can  better 
serve  homeless  persons,  and  its  commitment  to  provide  for 
all  of  its  needy  citizens,  should  ensure  that  the  city  would 
make  a  valuable  contribution  with  this  timely  and  important 
project . 

My  best  wishes  for  your  success  with  this  project.   I  hope 
that  you  will  keep  me  apprised  of  your  progress. 

With  warm  regards, 

Cord 


st  on 


City  and  County  of  San  Francisco  Department  of  Social  Services 


Edwin  S  Sarsfield 
General  Manager 

June  27,   1984  Masaya  Kakebe 

Assistant  General  Manager 


Refer  to: 


Dr.  Philip  W.  Brickner,  Director 

Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  NY  10011 

Dear  Dr.  Brickner: 

As  General  Manager  of  the  Department  of  Social  Services,  I  would  like  to 
endorse  and  strongly  support  the  application  from  the  Department  of  Public 
Health  to  the  Robert  Wood  Johnson  Foundation  Health  Care  for  the  Homeless 
Program. 

Since  1982  I  have  been  actively  engaged  in  the  effort  to  provide  the  necessi- 
ties of  life  for  the  homeless.  My  Department  has  been  truly  concerned  with  the 
plight  of  the  homeless  and  has  placed  many  of  them  in  shelters,  hotels  and  on 
General  Assistance. 

In  my  experience  in  working  with  the  homeless,  I  have  found  many  to  be  suffering 
from  serious  mental  and  physical  disabilities.  I  am  impressed  that  the  Depart- 
ment of  Public  Health  "Sheltercare"  program,  which  would  reach  out  to  the 
homeless,  would  be  of  enoromous  benefit  to  many  unfortunate  homeless  persons 
in  San  Francisco. 

The  Department  of  Public  Health's  program  is  needed  to  improve  the  delivery 
of  health  care  to  the  homeless.  I  strongly  urge  you  to  fund  San  Francisco's 
application . 

Sincerely, 

EDWIN  S.  SARSFIEED 

General  Manager 

Department  of  Social  Services 


(415  ) 557-5000  P.O.  Box  7988  San  Francisco,  California  94120 


ST.  ANTHONY  FOUNDATION 

MEDICAL  CLINIC 

55  Jones  St.,  San  Francisco 


OFFICE: 

121  Golden  Gate  Ave., 

San  Francisco,  CA  94102 

864-0241 


Fr.  Alfred  Boeddeker,  O.F.M. 
Founder 

Fr.  Floyd  Lotito,  O.F.M. 
Director,  Dining  Room 

James  Kilty.  M.S. 
Executive  Director,  S.AJ. 


BOARD  OF  DIRECTORS 


Francis  J.  Curry,  M.D. 

Former  Director  of  Public  Health,  S.F. 

Professor  of  Medicine.  U.C.S.F. 

Vice-Chairmen: 

Frank  Solomon,  M.D.,  FACP 

Director  of  Out-Patient  Services 

St  Mary's  Medical  Center,  S.F. 

George  Hunt 

Director  of  Ambulatory  Services 

Pacific  Medical  Center,  S.F. 

Marty  Strom 
I      Business  Manage'  Clinics 

Pacific  Medical  Center,  S.F. 

Cecilia  Johnson,  M.D. 

District  Health  Officer 

Maylian  Lee,  R.N. 

Supervising  P.H.N. 

Health  Center  #4 

Dennis  Stone,  M.D. 

Director,  Curry  M.S.S.P.  Clinic 


June  25,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.   10011 


Dear  Doctor  Brickner: 
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We  recommend  this  application  for  your  serious 
consideration  and  hope  that  you  will  fund  it, 
because  the  program  will  put  together  a  system 
of  services  to  resolve  the  "Homeless  Problems." 


</-<W 


Sincerely, 

Francis  J.  Curry 
Administrator  and 
Medical  Director 
St.  Anthony  Clinic 
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JARL  WAHLSTROM  WILLIAM   BOOTH  WILL  PRATT 

GENERAL  FOUNDER  TERRITORIAL    COMMANDER 


RAY  ROBINSON  7lTUrt      & -,  \  „ -,  +  i  r,  „        ^  ♦.«*,*  HARRY  C.  de  RUYTER 

DIVISIONAL  COMMANCZR  VI,!)?      ^altJaltOn      i\flttg  Director 

FOUNDED      IN     18«S 


SAN    FRANCISCO    CENTER    FOR   SOCIAL   SERVICES 

445  NINTH  STREET 

SAN   FRANCISCO,  CA    94103 

(415)  861-0755 


June   22,    1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  New  York    10011 

Dear  Dr.  Brickner; 

Please  accept  this  as  a  Letter  of  Endorsement  for 
the  application  by  the  San  Francisco  Department  of 
Public  Health  to  the  Robert  Wood  Johnson  Foundation's 
Health  Care  for  the  Homeless  Program. 

Since  February  of  1982,  I  have  been  the  representative 
for  The  Salvation  Army  in  San  Francisco  on  the  Homeless 
issue  in  my  capacity  as  Director  for  Social  Services  of 
The  Salvation  Army.   Time  has  passed,  allowing  a  constant 
gain  of  knowledge  on  the  subject. 

Working  daily  with  five  Social  Workers  who  see  the  Homeless 
for  a  variety  of  reasons,  we  have  found  that  a  large  percent 
of  this  population  have  ongoing  medical  and/or  psychiatric 
problems  which  constantly  need  to  be  treated. 

Some  of  these  illnesses  existed  prior  to  the  time  of  becoming 
homeless  and  are  now  being  aggravated,  perpetuated  by  the 
living  conditions.   Homelessness  also  seems  to  mean  that 
vulnerability  to  diseases  is  increased. 

Services  are  rendered  very  capably  by  the  San  Francisco  Dept . 
of  Public  Health,  but  the  scope  is  limited  due  to  funding 
limitations  which  are  now  sought  to  be  augmented  by  the 
Health  Grant. 

Although  the  National  Commander  of  The  Salvation  Army,  Commissioner 
Norman  Marshall,  serves  on  the  National  Advisory  Committee  for 
the  Foundation,  and  locally  we  would  have  liked  to  carry  out  the 
intent  of  the  Foundation,  we  deferred  to  The  San  Francisco  Dept. 
of  Public  Health  based  upon  its  expertise  on  the  subject. 
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Currently,  The  Salvation  Army  is  planning  to  build  a  Family 
Shelter  in  San  Francisco,  in  which  a  Medical /Psychiatric  unit 
is  incorporated.   This  unit  will  be  made  available  to  the 
Department  of  Public  Health  to  provide  a  portion  of  the  much 
needed  services.   This  unit  will  be  integrated  with  The 
Salvation  Army's  Social  Workers,  who  will  refer  into  the 
Med/Psych,  and  will  accept  referrals  to  provide  services  be- 
yond the  capacity  of  this  unit. 

(Attached  please  find  a  program  description  of  services  which 
can  be  provided.) 

We  urge  strongest  consideration  for  this  proposal  so  that 
in  San  Francisco  we  may  continue  improving  the  treatment, 
physical,  mental,  and/or  social,  to  the  Homeless. 


Yours  very  truly, 


t*~7  ~ 


Harry  de  Ruyter,  Director 

The  Salvation  Army 

San  Francisco  Center  for  Social  Services 


HdR/sec 


Attachments 


HEART 
TO  GOD 


THE  SALVATION  ARMY 

SAN  FRANCISCO  CENTER 

FOR  SOCIAL  SERVOS 

provides  a  variety 

of  casework,  counseling 

and  emergency  services 


to  individuals ,  families  and  groups  on  a 
city-wide  basis.     The  professional  social 
work  staff  specializes  in  advocating  for 
clients  who  are  having  problems  with  the 
various  public  welfare  agencies. 


445  NINTH  STREET 
SAN  FRANCISCO,  CA  94103 
HARRY  de  RUYTER 
DIRECTOR 

861-0755 


Problems  addressed  are  of  psychological,  social  and/or  economic  nature.  Treatment 
goals  are  directed  toward  intrapersonal  and  interpersonal  problem  alleviation  and 
the  promotion  of  constructive,  healthy  psychosocial  development. 
Client  confidentiality  is  observed. 


COUNSELING 

Task-centered,  time- limited 
services  are  implemented 
when  appropriate. 
Referral  and  follow-up 
services  are  provided 
when  indicated. 


EMERGENCY  ASSISTANCE         _ 

These  services  are  provided 
on  a  limited,  short  term  basis  to 
individuals  and  families  during 
periods  of  unexpected  economic 
crisis  such  as  life  disruption, 
dislocation  or  other  emergencies. 
Primary  elements  to  this  service 
include  lodging  and /or  food  orders, 
advocacy,  counseling  and  consultation 
with  and  referral  to  other  ccranunity 
service  agencies  which  provide 
extended  supplementary  aid  when 
needed.  Efforts  are  directed  toward 
client  linkages  with  employment, 
school  and  appropriate  public  income 
maintenance  programs. 


MISSING  PERSONS 

A  locating  service  with  a  goal  to 
reunite  family  members  who  have 
become  separated. 


HAND 
TOMAN 


ENERGY  ASSISTANCE 

R.E.A.C.H.,  a  once  a  year, 
maximum  $200  grant  can  be 
issued  to  persons  facing 
utility  disconnections. 
Eligibility  is  determined 
based  upon  federal  poverty 
guidelines. 


INFORMATION  AND  REFERRAL 

services  are  provided  to 
assist  persons  securing 
additional  and/or  supplemental 
aid  which  is  not  provided  by 
this  center.  Staff  members 
are  continuously  updated  on 
developments  of  comnunity 
resources  including  application 
procedures  and  eligibility 
requirements.  Current,  active 
resource  files  are  maintained. 
Assessments  of  requests  for 
service,  information  and  referral 
services  and  follow-up  are 
provides  when  appropriate  and 
advocacy  actions  on  behalf  of 
the  client  are  exercised  as 
needed. 

ADVOCACY 

Aid  in  applying  for: 

General  Assistance  (GA) 

Food  Stamps 

Medi-Cal 

Supplemental  Security  Income  (SSI 

Aid  to  Families  with  Dependent 

Children  (AFDC) 


Help  Us  Help  Others  of  San  Francisco 


St.  Vincent  de  Paul  Society      M^    ft 


June   27,    1964 


Philip  W.    Brickner ,    M.D. 

Director,    Health    Care    for    the   Homeless    Program 

Department   of   Community   Medicine 

St.    Vincent's    Hospital    and    Medical    Center 

153  West    11th    Street 

New    York,    NY      10011 

Dear    Dr .    Br  ickner : 

Since   at    least    1906,    the    St.    Vincent   de   Paul    Society   has 
provided    shelter,    food    and    social    services    to   homeless  men, 
women    and    children    of   San    Francisco.      Our    current    service 
level    in    the    Shelters    Program    is   90    clients    per   night. 
Additionally,    we    have    approximately   10,000    client   contacts 
monthly   with   about    2,000   street    alcoholics   at  our    Ozanam 
Reception    Center.      I   can    assure    you   that    a   very   significant 
proportion    of  our    clientele    is    in    need   of   health    services   not 
now   afforded    them. 


m 


Clients  present  themselves  at  our  shelters  and  at  Ozanam  with 
a  variety  of  medical  proDlems.   Alcoholism  and  drug  addiction 
incidence  is  quite  high.   Other  physical  complications  of 
substance  abuse,  of  course,  are  also  seen  with  great 
frequency.   Psychiatric  disorders  are  pervasive  among  very 
many  of  our  clientele.   Need  for  acute  medical  attention, 
results  of  illness  or  of  injury,  also  is  encountered  several 
times  daily  at  our  program  sites. 

Currently,  treatment  is  costly  and  haphazard  —  costly 
because  hospital  emergency  rooms  usually  must  deal  with  what 
could  be  handled  in  a  clinic  setting;  haphazard  because  the 
medical  system  can't  reach  our  clientele  for  on-going 
treatment  as  it  can  more  settled  and  responsible  patients. 


Administrative  Office  1745  Folsom  Street  San  Francisco,  CA  94103  (415)  863-3315 

Oliver  House  80  Ninth  Street  San  Francisco,  CA  94103  (415)  621-5286 

Ozanam  Reception  Center  1175  Howard  Street  San  Francisco,  CA  94103  (415)  864-3057 

Rosalie  House  1745  Folsom  Street  San  Francisco,  CA  94103  (415)  626-1515 

St.  Vincent  de  Paul  Shelters  1173  Howard  Street  San  Francisco,  CA94103  (415)  864-3057 

St.  Vincent  de  Paul  Stores  &  Rehabilitation  1745  Folsom  Street  San  Francisco,  CA  94103  (415)  626-1515 


St.    Vincent    de    Paul    Society    has    consulted    with    the    city's 
Department   of    Public    Health    in    the    course   of    its    program 
development   of   "Shel tercare ."      We    see   the    goals   and 
objectives   of    the    program    as   realistic.       It's   our    judgment 
that    funding    of   "Shel tercare ,"    will    result    in    significant 
improvement    in    services    to,    and    ultimately   better    physical 
and    mental    health    for,    the    homeless    population    of    San 
Francisco . 


I'm   happy    to    add    my   voice    of    support    to    the    city's    applicaton 
for    funding    from    the    Robert    Wood    Johnson    Foundation's    Health 
Tare    for    the    Homeless    Program. 


Sincerel y , 


/ 


Kenneth  J.  Reggio , 
Executive  Director 


KJR/sf 

cc:   John  T.  Kelly,  M.D.,  Pn.D, 


— -|       Om  CENTRAL  CITY 
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June  26,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  NY  1001 1 

Dear  Dr.  Brickner: 

I  am  writing  this  letter  of  support  to  endorse  the  application 
of  the  San  Francisco  Department  of  Public  Health  to  the 
Robert  Wood  Johnson  Foundation's  Health  Care  for  the  Homeless 
program. 

Central  City  Hospitality  House  serves  both  homeless  youth  and 
adults.   The  adults  are  served  at  this  address  and  the  youth 
obtain  services  both  at  Central  City  Hospitality  House  and  at 
the  Larkin  Street  Youth  Center  where  we  are  part  of  a  consor- 
tium of  agencies  serving  youth. 

The  homeless  are  in  desperate  need  of  medical  and  psychiatric 
services  which  are  located  in  the  Tenderloin.  Currently,  they 
must  travel  across  town  to  San  Francisco  General  Hospital  to 
obtain  medical  care.  Often  they  do  not  return  to  San  Francisco 
General  Hospital  for  follow-up  care  and  only  use  the  hospital 
when  their  physical  condition  requires  emergency  immediate 
care.   If  medical  care  was  available  in  each  of  the  shelters, 
and  the  hours  of  the  medical  clinic  located  at  St.  Anthony's 
(a  nearby  shelter)  were  increased,  the  homeless  would  seek 
medical  care  before  their  physical  condition  required  emergency 
care.   Medical  services  located  in  the  Tenderloin  would  cer- 
tainly result  in  considerable  savings  to  the  city  as  the  cost 
of  hospital-based  emergency  care  is  extremely  expensive. 

Many  of  the  homeless  are  former  mental  hospital  patients  who 
have  been  discharged  without  aftercare  planning.  A  large 
percentage  of  the  homeless  in  the  Tenderloin  have  serious 
psychiatric  problems  and  do  not  have  the  inner  resources  to 
seek  psychotherapy  or  psychotropic  medication.  They  need  mental 
health  services  in  the  shelters  where  they  can  avail  themselves 
to  medication  monitoring,  short  term  psychotherapy  and  crisis 
intervention,  and  referrals  to  the  mental  health  clinic  located 
in  the  Tenderloin.   Presently,  the  Tenderloin  Mental  Health 


Philip  W.  Brickner,  M.D. 
June  26,  1984 
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Clinic  is  not  funded  to  provide  evening  and  weekend  services  which  are 
desperately  needed. 

As  a  provider  of  service  to  the  homeless  population,  Central  City  Hospi- 
tality House  is  a  member  of  the  Mayor's  Task  Force  for  the  Homeless. 
The  Task  Force  meets  twice  monthly  and  coordinates  the  services  provided 
to  the  homeless  from  both  the  private  and  public  sector.  Central  City 
Hospitality  House  has  been  a  member  of  the  Task  Force  since  its  inception 
and  we  wish  to  continue  working  cooperatively  with  other  service  providers, 
especially  the  San  Francisco  Department  of  Public  Health  which  is  a  vital 
link  in  the  services  for  the  homeless. 

The  Department  of  Public  Health  has  provided  valuable  medical  and  psychi- 
atric services  to  the  homeless.  However,  the  needs  are  much  greater  than 
their  current  staff  can  provide  and  the  additional  monies  from  the 
Robert  Wood  Johnson  Foundation  would  result  in  a  comprehensive  and  cost 
effective  medical  program  for  the  homeless. 

Yours  sincerely, 


Barbara  Bysiek,  L.C.S.W. 
Executive  Director 
Central  City  Hospitality  House 
San  Francisco 

BB:sg 


the  episcopal  sanctuary 

1 74  Eighth  Street  at  Natoma  San  Francisco,  California  94103    41^863-3893 

A  non-profit  charitable  organization  which  shelters  and  feeds,  clothes,  counsels  and  rehabilitates 
jobless  and  homeless  individuals,  without  regard  to  race,  religion  or  sex 


The  Rt.  Rev  William  E,  Swing.  D.D 
Chairman  of  the  Board 

Executive  Members  of  the  Board 

Kenneth  B  Weeman  Jr. 
President 

Elizabeth  E  Moore 
Vice-President 

Peter  J.  Musto 
Treasurer 

Kathryn  Weeman 
Secretary 

Philip  C.  Smith 

Counsel 

Gary  L  Hultquist 

Counsel 

The  Rev.  William  H.  Barcus  III.  M.  Div. 
Executive  Director 


June  25,    1984 


Philip  W.    Brickner,   M.D. 

Director ,   Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.    Vincent's  Hospital   and  Medical  Center 

153  West  11th  Street 

New  York,   NY     10011 

Dear  Dr.    Brickner: 

I  am  writing  to  endorse  strongly  the  application  of  the 
San  Francisco  Department  of  Public  Health  to  the  Robert 
Wood  Johnson  Foundation' s  Health  Care  for  the  Homeless 
Program.      We  are  one  of  the  four  major  shelters,   and  in 
fact   the  largest,   which  the  City  of  San  Francisco 
utilizes  in  its  care  for  San  Francisco's  homeless . 


The  need  for  medical   assistance,   both  physical  and 
psychiatric,    to  our  clientele  has  been  overwhelming.      I 
have  reviewed  carefully  the  information  which  Dr.   Kelly 
has  sent   to  you.      It  is  on  target ,   and  it  is  reflective 
of  our  experience  here  at  the  Sanctuary.      Dr.   Kelly's 
proposals  will  assist  us  importantly  and  I  thank  you 
for  your  attention  to  this  proposal.     Needless  to  say, 
all   assistance  provided  our  terribly  broken  clients  will 
be  gratefully  appreciated. 


Sincerely , 


Ul> 


bk— CU£sCUjU*--% 


»** 


The  Rev.    William  H.   Barcus,   III,   M.   Div. 
Executive  Director 

CC:      Dr.   John  Kelly 

The  Hon.   Dianne  Feinstein 


Board  of  Directors    Marian  Brischle  •  Ming  Chopin  •  Charles  Dishman  •  Kay  Hundley  Fisher  •  Michael  Franklin 

•  Georgene  Gaede  •  Stephen  M  Goldfinger,  MD  •  E.  Dixon  Heise  •  Philippe  Henry  de  Tessan  •  R.  Hayes  Keeler 

John  T.  Kelley.  M.D..  PhD  •  Wesley  Lones  •  Kcrtt»yn  Mayernofer  •  VaBi  Thayer  Mcdougle  •  Anne  Branch  Perez 

Sydney  Shaber,  M.D  •  Kathryn  Thomas  •  Stephen  Wise  •  Advisory:    Patricia  Vatejo  McGettigan 
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June  26,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.   10011 

Dear  Dr.  Brickner, 

I  am  very  pleased  to  have  the  opportunity 
to  endorse  a  most  needed  innovative  project  for 
the  benefit  of  our  homeless  in  San  Francisco. 
As  director  of  San  Francisco  Support  Services, 
an  agency  that  houses  individuals  who  are  "chroni- 
cally homeless"  with  a  need  to  live  within   a 
supervised  setting,  the  goal  of  San  Francisco 
Support  Services  is  to  stabilize  the  clients' 
living  arrangements.   This  stabilization  will  lead 
to  fewer  arrests  and  hospitalizations.   I  believe 
a  significant  factor  in  reversing  the  expensive 
revolving  door  syndrome  is  available  in  the  shelters' 
and  hotels' medical  and  psychiatric  services  provided 
by  sensitive  and  well-trained  professional  staff. 

Assemblymember  Tom  Bates,  (D-Oakland) ,  Chair- 
man of  the  Sub-Committee  on  Mental  Health  and 
Developmental  Disablilities,  on  December  11,  1981, 
held  hearings  on  one  of  the  major  mental  problems 
on  the  1980 's — seriously  disturbed  young  people  who 
are  unemployed,  uneducated,  unskilled,  unmarried, 
mobile,  potentially  dangerous,  and  essentially  un- 
served by  California's  mental  health  system.   "These 
young  people  don't  use  traditional  psychiatric  treat- 
ment," said  Bates,  "and  programs  geared  specifically 
to  them  are  new  and  seriously  underfunded.   These 
are  people  who  need  assistance  in  all  areas  of  living- 
educational,  vocational,  social,  and  health   :...-. 
needs...   The  programs  that  serve  them  must  be  as 
multifaceted  as  their  needs." 
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It  is  through  the  Robert  Wood  Johnson  Foundation's 
Health  Care  for  the  Homeless  program  grant  that  I  see 
the  needs  of  the  homeless  being  met  and  resolved. 


Respectfully, 


5* 


Bette  Garelick 
Program  Director 


iick 


John  T.  Kelly,  M.D.,  Ph.D. 
Robert  Solodow,  Ph.D. 


swords  to  plowshares:  a  veterans'  rights  organization 

2069A  Mission  Street 

San  Francisco,  CA  94110 

415-552-8804 


June    25,    1984 


Philip  W.  Brickner,  M.D. 
Director,  Health  Care  for  the 

Homeless  Program 
Department  of  Community  Medicine 
St.  Vincent's  Hospital  and  Medical  Center 
153  West  11th  Street 
New  York,  New  York  10011 

Dear  Dr.  Brickner: 

Swords  to  Plowshares  is  a  private  non-profit  organization 
which  provides  social  services  and  counseling  for  San 
Francisco  veterans.   During  the  18  month  period  from 
December  1,  1982  to  May  31,  1984,  61%  of  the  veterans  we 
served  were  homeless.   The  majority  of  these  clients  stayed 
in  the  overnight  shelter  system  supported  by  a  partnership 
of  public  and  private  funds. 

Currently,  Veterans  Administration  Hospitals  in  the  Bay  Area 
have  followed  a  policy  of  providing  medical  services  only  to 
those  veterans  who  have  been  adjudicated  as  having  "service- 
connected  disabilities."  Eighty-five  percent  of  the  homeless 
veterans  seen  by  our  staff  report  health  problems,  and  we 
approximate  that  only  7%  qualify  for  Veterans  Administration 
care. 

The  deterioration  of  the  health  of  this  population  has  been 
identified  as  a  major  problem  as  our  organization  coordinates 
social  services  support  with  the  Department  of  Public  Health, 
City  and  private  agencies.   There  is  a  serious  need  for  health 
services  for  the  homeless  in  overnight  shelters.   Increasing 
the  capacity  for  treatment  at  sites  which  currently  care  for  the 
homeless  is  also  essential. 

We  strongly  endorse  the  application  of  the  San  Francisco 
Department  of  Public  Health  to  the  Robert  Wood  Johnson 


Philip  W.  Brickner,  M.D. 
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Foundation  Health  Care  for  the  Homeless  Program. 

San  Francisco  service  providers  are  making  strong  efforts  to 
deal  with  the  emergency  conditions  of  the  homeless.   At  this 
point  the  major  obstacle  in  effecting  substantive  change  in 
in  the  lives  of  this  group  is  their  overwhelming  medical 
need.   There  is  currently  no  workable  medical  network  for 
the  homeless. 


Sincerely, 
Michael  Blecker 


MB : j  j  r 


PRIVATE  pTDUSTRY  (^OUNCIL 


OF  SAN  FRANCISCO 


June  28,   1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homelesss  program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital   and  Medical   Center 

153  West  11th  Street 

New  York,  N.Y.  10011 

Dear  Dr.  Brickner: 

This  letter  is  written  in  support  of  the  San  Francisco  Department  of 
Public  Health  application  for  funding  under  the  Robert  Wood  Johnson 
Foundation's  Health  Care  Program  for  the  Homeless. 

I  write  based  on  recent  experience. 

For  a  year  and  a  half  I  have  participated  as  a  member  of  the 
Mayor's  Task  Force  for  the  Homeless,  first  as  Director  of  the 
Mayor's  Office  of  Employment  and  Training,  and  now  as  private 
Industry  Council  President  -  the  new  administering  agency  for 
employment  training.  The  health  professionals  and  those  in  the 
mental  health  field  have  discussed  their  roles,  problems,  and 
needs  with  us  in  that  forum,  as  members  of  the  Task  Force. 

We,  in  this  office,  obtained  federal  and  local  funding  in  mid 
1983  to  provide  subsidized  employment  to  123  of  the  "most 
employable"  of  the  San  Francisco  Homeless,  in  an  effort  to 
provide  to  them  a  transition  from  dependency  to  independence. 
Over  the  course  of  a  year  we  have  moved  40  individuals  into 
unsubsidized  jobs;  there  will  probably  be  another  half  dozen 
successes  by  the  end  of  August. 

Agencies  serving  the  Homeless  selected  the  "best  qualified"  for 
referrals  to  us,  based  on  their  evaluation  of  the  individuals' 
potential  for  adjustment  to  a  job.  But  even  with  this  "creaming" 
only  37%  will  have  succeeded. 

I  write,  not  as  a  health  professional,  but  also  as  an  experienced 
member  of  the  job  training  world,  and  one  with  some  specialized 
training  in  mental  health  fields. 
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It  is  my  considered  judgement,  based  on  all  I  have  seen  and  experi- 
enced, that  by  far  the  majority  of  the  Homeless  are  persons  with 
moderately  severe  mental  health  or  (in  some  cases)  physical  health 
problems  which  may  have  caused  their  Homeless  status,  but  surely 
require  remediation  before  these  persons  can  move  successfully  into 
employment  in  any  but  the  most  protected  setting. 

For  these  reasons  I  strongly  support  the  effort  of  our  Department  of 
Public  Health  and  its  Medically  Indigent  program  to  extend  and  expand 
its  services  in  San  Francisco  to  more  fully  serve  the  Homeless  group. 
The  Homeless  are  just  not  going  to  "make  it"  without  those  services. 


Eunice  Elton 
President 

EE:ce 


cc: 


Dr.  John  T.   Kelly 
Rotea  Gilford 


Larkin  Street  Youth  Center 

a  multi-service  center  for  homeless,  runaway  and  street  youth  1040  Larkin  Street 

San  Francisco,  California 
94109 


(415)  673  0911 

June  25,  1984 

John  T.  Kelly,  M.D.,Ph.D. 
Department  of  Public  Health 
101  Grove  Street,  Room  323 
San  Francisco,  California   94102 

Dear  Dr.  Kelly: 

This  letter  is  in  support  and  endorsement  of  the  application 
of  the  San  Francisco  Department  of  Health  to  the  Robert  Wood 
Johnson  Foundation's  Health  Care  for  the  Homeless  Program. 

As  the  Program  Director  of  the  Larkin  Street  Youth  Center, 
a  multi-purpose  center  for  runaway  homeless  and  street  youth, 
I  am  made  aware  daily  of  the  desperate  needs  of  homeless  people 
in  San  Francisco.   The  numbers  of  homeless  people  in  San 
Francisco  has  increased  dramatically  in  recent  years.   Their 
medical,  psychological  and  drug  related  problems  are  frequent- 
ly of  the  most  severe  nature. 

I  want  to  take  this  opportunity  to  commend  you  on  the  careful 
and  thoughtful  planning  process  used  in  the  development  of 
San  Francisco's  proposal  for  a  program  of  health  care  for 
homeless  people  in  San  Francisco.   These  destitute  individuals 
on  our  city's  streets  will  unquestionably  benefit  from  such 
a  health  care  program. 

Sincerely  yours, 


Russell  Zellers,  MSW 
Program  Director 


RZ:  jd 
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City  and  County  of  San  Francisco 


Department  of  Public  Health 


DIVISION  OF  FORENSIC  SERVICES 

Administrative  Office 


June  28,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.   10011 


Dear  Dr.  Brickner; 


I  am  pleased  to  endorse  the  proposal  for  Homeless  Health  Care 
Services  by  the  San  Francisco  Department  of  Public  Health.   Dr.  Kelly 
has  carefully  stated  the  obvious  need  for  medical/psychiatric  services 
for  the  homeless  population  in  this  City. 

In  the  last  2  years  in  San  Francisco,  issues  regarding  homeless 
youth  have  been  the  focus  of  a  great  deal  of  interest,  energy  and 
advocacy.   As  a  result  the  City  now  has  increased  services  (including 
medical)  for  these  youth  including:  job  training  program  at  Hospitality 
House,  Larkin  Street  Multi-Service  Youth  Center  (food,  counseling),  and 
Diamond  Street  Youth  Shelter  (food,  housing).   In  terms  of  medical  services, 
the  San  Francisco  High  Risk  Youth  Project  (funded  by  the  Robert  Wood 
Johnson  Foundation)  has  been  providing  screening  histories  at  Hospitality 
House  for  two  years  and  in  the  last  month  has  opened  a  medical  clinic  at 
Larkin  Street  for  four  hours  per  week.   In  addition,  for  the  past  four 
months  the  Division  of  Forensic  Services  of  the  Department  of  Public  Health 
has  operated  a  20  hour  per  week  medical  clinic  at  Huckleberry  House,  which 
serves  status  offenders. 

If  funded,  this  project  would  enhance  the  delivery  of  medical  services 
at  the  Larkin  Street  site.   The  four  hours  of  services  currently  provided 
each  week  is  a  start,  but  barely  enough  to  serve  this  very  needy  population. 
The  staff  of  this  clinic  would  work  closely  with  the  other  adolescent  medicine 
providers  in  San  Francisco  to  provide  optimal  care  for  follow-up  and  referral. 
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I  applaud  the  Foundations'  efforts  in  providing  care  for  the  under- 
served  people  of  this  country. 


Sincerely  yours, 


Janet  Shalwitz,  M.D.,  Medical  Director 

Youth  Guidance  Center 

Staff  Member,  San  Francisco  High  Risk  Youth  Project 

Assistant  Clinical  Professor  of  Pediatrics, 

University  of  California  -  San  Francisco 


JS:ehj 


City  and  County  of  San  Francisco 


Department  of  Public  Health 

CENTER  FOR  SPECIAL  PROBLEMS 

2107  VAN  NESS  AVENUE 
SAN  FRANCISCO    CALIFORNIA  94109 


June  26,  1984 


Philip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,  N.Y.  10011 


Dear  Dr.  Brickner: 


I  am  writing  to  endorse  the  application  of  the  San  Francisco  Department 
of  Public  Health  to  the  Robert  Wood  Johnson  Foundation's  Health  Care 
for  the  Homeless  Program. 

Of  special  interest  to  me  is  the  youth  services  component.   I  wholeheartedly 
applaud  the  Health  Department  in  its  recognition  of  the  need  for  specialized 
services  to  homeless  adolescents.   Those  of  us  who  have  been  working  with 
this  vastly  underserved  and  largely  unacknowledged  group  of  young  people 
know  the  difficulties  this  population  has  faced.   We  know  that  their 
health  care  problems  and  needs  differ  greatly  from  those  of  adults.   We 
know  that  it  is  next-to-impossible  to  engage  homeless/runaway  youth  into 
health  care  facilities  unless  those  programs  are  specifically  designed  for 
them. 

Recently  the  beginning  of  a  service  delivery  system  has  been  established 
for  this  population  of  youth  in  San  Francisco.   The  Health  Department  has 
been  in  the  fore-front  of  this  effort  along  with  a  variety  of  community 
agencies  and  advocacy  groups.   Larkin  Street  Youth  Center  is  the  first 
and  most  important  program  in  this  system  and  a  health  care  component  as 
described  in  the  application  will  be  an  exciting  and  much  needed  addition. 
In  fact,  I  expect  it  to  be  a  central  and  primary  part  of  their  services. 


Sincerely, 


rzstar 
Program  Coordinator 


JH:zs 


A  PROGRAM  OF  THE  DIVISION  OF  FORENSIC  SERVICES 


YOUTH  EMERGENCY  SERVICES 
COALITION 

2601  Mission  St.,  #708 
San  Francisco,  CA  94110 

(415)  641-4362 


Philip  W.   Brlckner,   M.P.  June  27,    1984 

Director,  Health  Care  ioK  the  Homeless  Program 

Department  ol  Community  Me.dU.cine. 

St.   Vi.nc.ent' s  Hospital  and  Medical  Center 

153  West  nth  St. 

New  York,   W     10011 

Dear  Dr.  Brlckner: 

I  am  writing  on  behalf  ol  the.  Youth  Emergency  SeA.vi.ceA  Coalition  to  endorse 
the.  application  ol  the.  San  Francisco  Department  ol  Public  Health  to  the. 
Robert  Wood  Johnson  Foundation' s  Health  Care  ion.  the.  Homeless  Program. 
The  Youth  Emergency  Services  Coalition  16  an  Influential  group  ol  concerned 
citizens,   churches,  service  providers  and  community  service  organization!, 
which  advocate*  ion.  improved  services  lor  San  Francis cc ' s  adolescent  home- 
less youth.     We  one  very  impressed  that  the  Health  Department' s  proposal 
contains  a  separate  component  lor  youth  services.     We  believe  that  the 
needs  ol  the  adolescent  population  are  unique  and  that  separate  services 
specifically  geared  to  their  needs  are  essential. 

San  Francisco  has  Initiated  a  network  ol  services  lor  adolescent  homeless 
and  runaway  youth.     The  Health  "Department  has  played  a  leadership  role  In 
the  development  ol  this  network.     The  health  needs  ol  this  population 
are  great  and  we  leel  it  is  critical  that  health  services  are  Integrated 
Into  the  service  delivery  network. 

This  proposed  program  will  allow  San  Francisco  to  serve  a  population 
lor  whom  services  have  been  virtually  Inaccessible.     We  urge  you  to 
consider  San  Francisco's  application  lavorably. 


Sincerely, 

Larry  Cruz,  Chairman 

Youth  Emergency  Services  Coalition 


COLEMAN  CHILDREN  &  YOUTH  SERVICES 

1855  Folsom  Street.  San  Francisco.  California  94103 
Telephone:  (415)  861-4582 


June  27,   1984 
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Phil ip  W.  Brickner,  M.D. 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  and  Medical  Center 

153  West  11th  St. 

New  York,   NY     10011 
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Dear  Dr.  Brickner 

I  am  writing  to  you  on  behalf  of  the  Board  of  Directors  of 
Coleman  Children  &  Youth  Services  in  support  of  the  San  Fran- 
cisco Department  of  Public  Health's  application  to  the  Robert 
Wood  Johnson  Foundation's  "Health  Care  for  the  Homeless"  program. 

As  advocates  who  have  long  been  involved  on  behalf  of  adoles- 
cent homeless  and  runaway  youth,  we  feel  it  is  essential  that 
the  program  proposed  by  the  Health  Department  becomes  a  reality. 
For  too  long  the  grave  health  needs  of  this  population  of  youth 
have  been  neglected.  In  addition  to  remedying  this  situation, 
the  youth  services  component  of  the  Health  Department's  proposal 
will  strengthen  the  already  existing  network  of  services  for 
homeless  and  runaway  adolescents  in  San  Francisco.  Through 
this  network,  many  of  these  adolescents  will  be  able  to  benefit 
right  away  from  the  implementation  of  the  specialized  health 
services  proposed  by  the  Health  Department. 

We  urge  you  to  give  favorable  consideration  to  San  Francisco's 
appl ication. 

Sincerely, 

Art  Tapia,  President 

Board  of  Directors 

Coleman  Children  &  Youth  Services 


USF 


University  of  San  Francisco 


Ignatian  Heights 
San  Francisco,  C  A  941 1 7-1080 


School  of  Nursing 

Cowell  Hall  (415)  666-6681 

June  2?,  1984 

Philip  W.  Brlckner,  M.D., 

Director,  Health  Care  for  the  Homeless  Program 

Department  of  Community  Medicine 

St.  Vincent's  Hospital  &   Medical  Center 

153  West  11th  Street 

New  York,  New  York  10011 

Dear  Dr.  Brlckner: 

I  wish  to  submit  a  letter  to  endorse  the  application  of  the  San 
Francisco  Department  of  Public  Health  to  the  Bobert  Wood  Johnson 
Foundation's  Health  Care  For  the  Homeless  Program. 

For  the  past  two  years,  senior  nursing  students  at  the  University 
of  San  Francisco  have  participated  In  an  outreach  health  program 
for  the  homeless  population  in  San  Francisco  as  part  of  their  public 
health  nursing  course.   Utilizing  four  homeless  shelters  and  St. 
Anthony's  Medical  Clinic,  students  work  in  a  multidlsclplenary  team 
headed  by  Dr.  John  Kelly,  Medical  Director,  Medically  Indigent  Adult 
Program,  San  Francisco,  Department  of  Public  Health  and  Dr.  Francis 
Curry,  Medical  Director,  St.  Anthony's  Medical  Clinic.  Each  student 
establishes  a  role  built  on  assessment  and  triage  skills;  basic  first 
aid;  personal  and  environmental  health  measures  and  knowledge  of 
community  resources  tc  be  used  as  referrals  for  clients  who  mistrust 
bureaucracies  and  refuse  needed  follow-up  care. 

The  homeless  population  presents  challenges  to  students  not  found 
in  traditional  health  care  settings.  The  social  problems  and  heslth 
needs  are  complex  and  severe  and  the  effects  on  the  community  can 
be  devastating.   As  I  bring  each  student  to  the  homeless  shelters  bo 
apply  their  knowledge  and  nursing  skills,   I  see  attitudes  towards 
the  clients  whether  alcoholic,  mentally  ill,  elderly  or  abused  teer. 
agere  become  caring  and  compassion: te.   Drs.  Kelly  and  Curry  spend 
considerable  time  with  the  students  providing  needed  Information, 
first  aid  supplies  amd  medical  support.   They  also  encourage  students 
to  use  their  initiative  in  bringing  clients  for  needed  medical  care 
and  follow-up  health  measures. 


As  more  resources  become  available  for  providing  health  and  social 
services  on  site  in  the  homeless  shelters  we  will  continue  tc  make 
our  students  part  of  this  important  effort  to  provide  compassionate, 
high  quality  health  care  to  a  very  needy,  high  risk  population  group, 

Sincerely  yours, 

Sheila   M.    PachecoV^flyMS,   MPK. 
SMP/mg  Instructor-Community  Health  Kursiar 
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Request  for  Project  Support 


The 

Robert  Wood  Johnson 

Foundation 


Request  for  Project  Support 

and 

Conditions  of  Grant 


P.O.  Box  2316 

Princeton,  Newjersey  08540 

(609)  452-8701 


Title  of  Project: 


Sheltercare  Program 


Purpose  of  Project: 


Improve  medical  and  psychiatric  care  for  homeless  persons  living 
in  San  Francisco 


Applicant  Institution: 


San  Francisco  Department  of 
Public  Health 


Address  and  Phone  Number: 


Period  for  which  Support  is  Requested  (total  project  period): 


From 


1-1-85 


(Mo.   Day  Year) 


Through 


12-31-E 


(Mo.   Day  Year) 


Amount  of  Support  Requested  (total  project  period): 

$1.4  million 


'Project  Director  (name,  title,  address,  phone  number): 

John  T.  Kelly,  M.D. ,  Ph.D. 

Medical  Director,  Medically  Indigent 

Adult  Program 
101  Grove  Street,  Room  323 
San  Francisco,  CA  94102  (415)558-2386 


Institutional  Financial  Officer  (name,  title,  address,  phone  number): 

Larry  Meredith,   Ph.D. 
Deputv  Director  for  Operations 
101   Grove  Street,    Room  310 
San   Franc: i  sm.    GBL.    9410? 


ChSW^MBfeBBrBfey&tanent  of  Public  Health 


Applicant's  tax-exempt  status: 

Before  the  Foundation  can  take  final  action  on  your  proposal,  we  need  evidence  thatyour  institution  is  currently  a  tax-exempt 
entity,  as  described  in  Section  501  (c)(3)  of  the  Internal  Revenue  Code,  and  is  not  a  private  foundation  described  in  Section 
509(a).  These  requirements  will  be  satisfied  by  your  providing  us  with:  (1  )a  copy  of  your  501  (c)(3)  exemption  certificate;  (2)  a 
copy  of  Form  4653  or  Form  1 023  and  other  data,  if  any,  filed  with  the  Internal  Revenue  Service.  These  documents  must  be 
accompanied  by  a  letter  signed  by  a  responsible  officer  of  your  institution  certifying  that  the  copies  so  provided  are  true  and 
correct  copies  of  the  originals  on  file  with  your  institution  and  that  they  remain  in  full  force  and  effect.  PLEASE  ATTACH  THE 
LETTER  AND  THE  COPIES  OF  THESE  DOCUMENTS  TO  THIS  FORM.  If  your  institution  is  not  recognized  as  a  tax-exempt 
entity,  briefly  describe  its  organization. 

Any  questions  you  may  have  about  your  tax-exempt  status  should  be  directed  to  the  Foundation  officer  working  with  you  on 
your  proposal  (609/452-8701). 

Conditions  of  grant: 

Following  are  the  conditions  applying  to  grants  made  by  The  Robert  Wood  Johnson  Foundation.  You  should  read  these 
conditions  carefully  prior  to  signing  this  form.  Your  signature  on  this  form  constitutes  your  acceptance  in  full  of  all  conditions 
contained  herein. 


Institutional  Approval: 

Name  and  title  of  official  authorized  to  sign  for  institution: 

Larry  Meredith,   Ph.D. 
Deputy  Director   for  Operations 
101  Grove  Street,   Room  310 
San  Francisco,   CA     94102 
(415)    558-3656 

Institutional  Approval:                                         ^^- — ' 

/         ^Signature  of  authorized  official) 

Datfi      June  29,   1984 

(NOTE:   Signature  also  required  on  page  4) 

'The  project  director  is  the  individual  directly  responsible  for  developing  the  proposed  activity,  its  implementation,  and  day- 
to-day  direct  supervision  of  the  project  should  funds  be  made  available.  RWJF  GJ04  (5/83) 


CONDITIONS  OF  GRANT 

To  induce  the  Foundation  to  make  the  grant  requested  hereby,  the  grantee  accepts  and  agrees  to  comply  with 
the  following  conditions  in  the  event  that  such  grant  is  awarded. 

1.  PURPOSE  AND  ADMINISTRATION.  The  grant  shall  be  used  exclusively  for  the  purposes  specified  in  the 
grantee's  proposal,  dated  June  3U ,  lyo4  tne  Request  of  Project  Support  Form  on  page  1  hereof, 
and  related  documents,  all  as  approved  by  the  Foundation.  In  the  event  that  the  funds  are  not  used  for  these 
purposes  within  the  time  specified  in  the  grantee's  proposal  or  within  any  approved  extension  of  said  time 
period,  the  funds  shall  be  returned  to  the  Foundation. 

The  grantee  will  directly  administer  the  projector  program  being  supported  by  the  grant  and  agrees  that  no  grant 
funds  shall  be  disbursed  to  any  organization  or  entity,  whether  or  not  formed  by  the  grantee,  other  than  as 
specifically  set  forth  in  the  grant  proposal  referred  to  above. 

Except  as  may  otherwise  be  provided  in  Section  1  2  hereof,  all  copyright  interests  in  materials  produced  as  a 
result  of  this  grant  are  owned  by  the  grantee.  The  Foundation,  however,  retains  a  royalty-free,  nonexclusive  and 
irrevocable  license  to  reproduce,  publish,  alter,  or  otherwise  use  and  to  authorize  others  to  use  any  such 
materials  for  Foundation  purposes. 

2.  USE  OF  GRANT  FUNDS. 

A.  No  part  of  the  grant  shall  be  used  to  carry  on  propaganda  or  otherwise  influence  legislation  (within  the 
meaning  of  Section  4945(d)(1)  of  the  Internal  Revenue  Code). 

B.  No  part  of  the  grant  shall  be  used  to  attempt  to  influence  the  outcome  of  any  specific  public  election,  or  to 
carry  on,  directly  or  indirectly,  any  voter  registration  drive  (within  meaning  of  Section  4945(d)(2)  of  the 
Internal  Revenue  Code). 

C.  The  grantee  shall  not  use  any  part  of  the  grant  funds  to  provide  a  grant  to  an  individual  for  travel,  study,  or 
similar  purpose  except  under  procedures  which  have  been  approved  in  advance  by  the  Secretary  of  the 
Treasury  or  his  delegate  under  Section  4945(g)  of  the  Internal  Revenue  Code  and  without  prior  written 
approval  of  The  Robert  Wood  Johnson  Foundation.  Payments  of  salaries,  other  compensation  or  expense 
reimbursement  to  employees  of  grantee  within  the  scope  of  their  employment  do  not  constitute  "grants" 
for  these  purposes,  and  are  not  subject  to  these  restrictions. 

D.  No  part  of  the  grant  shall  be  used  for  a  grant  to  another  organization  without  prior  written  approval  of  The 
Robert  Wood  Johnson  Foundation. 

E.  No  part  of  the  grant  shall  be  used  for  other  than  religious,  charitable,  scientific,  literary,  or  educational 
purposes  or  the  prevention  of  cruelty  to  children  or  animals  (within  meaning  of  Section  1  70(c)(2)(B)  of  the 
Internal  Revenue  Code). 

3.  BUDGET.  Expenditures  of  the  grant  funds  must  adhere  to  the  specific  line  items  in  the  grantee's  approved  grant 
budget.  Transfers  among  line  items  (increases  and  decreases)  are  restricted  to  five  hundred  dollars  ($500)  orten 
percent  (1  0%)  of  the  approved  line  item  amount,  whichever  is  greater.  If  a  transfer  in  excess  of  this  restricted 
level  becomes  necessary,  the  grantee  shall  promptly  request  authorization  therefore  from  the  Treasurer  of  the 
Foundation  by  letter,  giving  full  details.  Such  transfers  may  not  be  made  without  prior  written  approval  by  the 
Foundation. 

4.  ACCOUNTING  AND  AUDIT.  A  systematic  record  on  a  fund-accounting  basis  shall  be  kept  by  the  grantee  of  the 
receipt  and  disbursement  of  funds  and  expenditures  incurred  under  the  terms  of  the  grant,  and  the 
substantiating  documents  such  as  bills,  invoices,  cancelled  checks,  receipts,  etc.,  shall  be  retained  in  the 
grantee's  files  for  a  period  of  not  less  than  four  (4)  years  after  expiration  of  the  grant  period.  The  grantee  agrees 
to  promptly  furnish  the  Foundation  with  copies  of  such  documents  upon  the  Foundation's  request. 

The  grantee  agrees  to  make  its  books  and  records  available  to  the  Foundation  at  reasonable  times. 

The  Foundation,  at  its  expense,  may  audit  or  have  audited  the  books  and  records  of  the  grantee  insofar  as  they 
relate  to  the  disposition  of  the  funds  granted  by  the  Foundation,  and  the  grantee  shall  provide  all  necessary 
assistance  in  connection  therewith. 

5.  REPORTS.  Narrative  and  financial  reports  shall  be  furnished  by  the  grantee  to  the  Foundation  for  each  budget 
period  of  the  grant  and  upon  expiration  or  termination  of  the  grant.  Such  reports  shall  be  furnished  to  the 
Foundation  within  a  reasonable  period  of  time  after  the  close  of  the  period  for  which  such  reports  are  made.  The 
narrative  report  shall  include  a  report  on  the  use  of  the  funds  in  compliance  with  the  terms  of  the  grant,  the 
progress  made  by  the  grantee  towards  achieving  the  grant  purposes,  and  any  problems  or  obstacles 
encountered  in  the  effort  to  achieve  the  grant  purposes. 
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The  financial  report  should  be  in  the  same  format  as  the  approved  grant  budget,  and  should  show  the  amount 
budgeted  for  each  line  item,  the  amount  expended  against  each  line  item  as  of  the  date  of  the  report,  and  the 
resulting  balance  remaining  in  each  line.  Totals  should  be  shown  for  each  of  the  three  columns.  If  an 
encumbrance  system  is  used,  encumbrances  should  be  shown  in  a  separate  column  from  cash  expenditures. 

The  Foundation  may,  at  its  expense,  monitor  and  conduct  an  evaluation  of  operations  under  the  grant,  which 
may  include  visits  by  representatives  of  the  Foundation  to  observe  the  grantee's  program  procedures  and 
operations  and  to  discuss  the  program  with  the  grantee's  personnel. 

6.  FOUNDATION  USE  OF  DATA  AND  PUBLIC  USE  DATA  TAPES.  The  Foundation  shall  retain  a  nonexclusive, 
irrevocable,  royalty-free  license  to  use  and  to  license  others  to  use  any  and  all  data  collected  in  connection  with 
the  grant  in  any  and  all  forms  in  which  said  data  are  fixed.  If  the  box  below  is  checked,  the  grantee  shall,  at  no 
additional  cost  to  the  Foundation,  cause  public  use  data  tape(s)  to  be  constructed  (with  appropriate  adjustments 
to  assure  individual  privacy)  in  accordance  with  the  specifications  of  the  Inter-University  Consortium  for 
Political  and  Social  Research,  University  of  Michigan,  including  the  full  tape  documentation  outlined  in  the 
Consortium's  current  data  preparation  manual.  Unless  the  Foundation  shall  otherwise  specify,  such  public  use 
data  tape(s)  shall  include  all  data  files  used  to  conduct  the  analysis  under  the  grant.  One  computer-readable 
copy  of  such  public  use  data  tape(s)  and  the  tape  documentation  shall  be  transmitted  to  the  Foundation  within 
ninety  (90)  days  after  termination  of  the  grant  for  deposit  with  the  Consortium. 

□    Public  use  data  tape(s)  and  full  documentation  required. 

7.  PUBLIC  REPORTING.  The  Foundation  will  report  this  grant,  if  made,  in  its  next  Annual  Report.  The  Foundation 
does  not  usually  issue  press  releases  on  individual  grants;  however,  should  it  elect  to  do  so,  it  would  be 
discussed  with  the  grantee  in  advance  of  dissemination.  The  grantee  may  issue  its  own  press  announcement, 
but  shall  seek  approval  of  the  announcement  from  the  Foundation  before  distribution.  In  addition,  the  grantee 
will  be  asked  to  review  and  approve  a  Program  Summary  briefly  describing  the  grantee's  activity  which  will  be 
used  by  the  Foundation  to  respond  to  inquiries  and  for  other  public  information  purposes. 

The  grantee  shall  send  to  the  Foundation  copies  of  all  papers,  manuscripts,  and  other  information  materials 
which  it  produces  that  are  related  to  the  project  supported  by  the  Foundation. 

In  all  public  statements  concerning  the  Foundation -press  releases,  annual  reports,  or  other  announcements - 
grantees  are  specifically  requested  to  refer  to  the  Foundation  by  its  full  name:  The  Robert  Wood  Johnson 
Foundation. 

8.  GRANTEE  TAX  STATUS.  The  grantee  represents  that  it  is  a  nonprofit,  tax-exempt  organization  as  defined  in 
Section  501  (c)(3)  of  the  Internal  Revenue  Code  and  is  not  a  private  foundation  as  defined  in  Section  509  (a)  of 
the  Internal  Revenue  Code.  The  grantee  shall  immediately  give  written  notice  to  the  Foundation  if  the  grantee 
ceases  to  be  exempt  from  Federal  income  tax  under  Section  501  (c)(3)  or  its  status  as  not  a  private  foundation 
under  Section  509  (a)  is  materially  changed.  The  grantee  agrees  to  apply  the  proceeds  of  the  grant  solely  to 
exempt  purposes  specified  in  Section  170  (c)(2)(B)  of  the  Internal  Revenue  Code. 

It  is  expressly  agreed  that  any  change  in  the  grantee's  tax  status  or  any  use  by  the  grantee  of  the  grant  proceeds 
for  any  purpose  other  than  those  specified  in  Section  1  70  (c)(2)(B)  of  the  Internal  Revenue  Code  will  terminate 
the  obligation  of  the  Foundation  to  make  further  payments  under  the  grant. 

9.  CERTIFICATION  REQUIRED  WHEN  GRANT  MAY  BE  USED  FOR  RESEARCH  INVOLVING  HUMAN 
SUBJECTS.  If  the  grant  is  to  be  used  in  whole  or  in  part  for  research  involving  human  subjects,  the  grantee 
hereby  certifies  that  an  institutional  review  board,  which  applies  the  ethical  standards  and  the  criteria  for 
approval  of  grants  set  forth  in  Department  of  Health  and  Human  Services  policy  for  the  protection  of  human 
research  subjects  (45  CFR  part  46,  as  amended  from  time  to  time),  has  determined  that  the  human  subjects 
involved  in  this  grant  will  not  experience  risk  over  and  above  that  involved  in  the  normal  process  of  care  and  are 
likely  to  benefit  from  the  proposed  research  program. 

10.  GRANT  REVERSION  AND  TERMINATION.  If  the  grant  is  intended  to  support  a  specific  project  or  to  provide 
support  for  a  specific  period  of  time,  any  portion  of  the  grant  unexpended  at  the  completion  of  the  project  or  at 
the  end  of  the  time  period  and  any  authorized  extension  thereof  shall  be  returned  to  the  Foundation  within 
fifteen  (1  5)  days. 

The  Foundation,  at  its  sole  option,  may  terminate  the  grant  at  any  time  if  (i)  the  grantee  ceases  to  be  exempt  from 
Federal  income  taxation  under  Section-501  (c)(3)  of  the  Internal  Revenue  Code;  (ii)  the  grantee's  status  as  not  a 
private  foundation  under  Section  509(a)  of  the  Internal  Revenue  Code  is  materially  altered;  or  (iii)  in  the 
Foundation's  judgment,  the  grantee  becomes  unable  to  carry  out  the  purposes  of  the  grant,  ceases  to  be  an  appropriate 
means  of  acomplishing  the  purposes  of  the  grant,  or  fails  to  comply  with  any  of  the  conditions  hereof. 

If  the  grant  is  terminated  prior  to  the  scheduled  completion  date,  the  grantee  shall,  upon  request  by  the 
Foundation,  provide  to  the   Foundation  a  full  accounting  of  the  receipt  and  disbursement  of  funds  and 


expenditures  incurred  under  the  grant  as  of  the  effective  date  of  termination.  The  grantee  shall  repay  within 
thirty  (30)  days  after  written  request  by  the  Foundation  all  grant  funds  unexpended  as  of  the  effective  date  of 
termination  and  all  grant  funds  expensed  for  purposes  or  items  allocable  to  the  period  of  time  subsequent  to  the 
effective  date  of  termination. 

1 1.  LIMITATION;  CHANGES.  It  is  expressly  understood  that  the  Foundation  by  making  this  grant  has  no  obligation 
to  provide  other  or  additional  support  to  the  grantee  for  purposes  of  this  project  or  any  other  purposes.  Any 
changes,  additions  or  deletions  to  the  conditions  of  the  grant  must  be  made  in  writing  only  and  must  be  jointly 
approved  by  the  Foundation  and  the  grantee. 

1 2.  SPECIAL  CONDITIONS.  The  grantee  accepts  and  agrees  to  comply  with  the  following  Special  Conditions  (if 
no  Special  Conditions  are  imposed,  so  state): 


The  foregoing  conditions  are  hereby  accepted  and  agreed  to  as  of  the  date  indicated. 

Date:       June  29,   1984         Grantee  institution:     San  Francisco  Department  oL-Pttbttc  Health 


By: 


Title: 


Tl/ffittt&Sf) 


Deputy 


ith,  Ph.D. 
rector  for  Operations 


n<ttB.     June  29,  1984 


(Project  Director 
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Publications 


Appendix  lo.l 


"Tbward  a  Better  Service  Delivery  System  for  the  Homeless  Mentally  111" 


Stephen  M.  Goldfinger,  M.D. ,  Assistant  Clinical  Professor  of  Psychiatry, 
University  of  California,  San  Francisco,  Director  Cutpatient  Services, 
San  Francisco  General  Hospital. 

Linda  Chafetz,  R.N. ,  D.N.S.,  Assistant  Professor,  Department  of  Mental 
Health  and  Community  Nursing,  School  of  Nursing,  University  of  California, 

San  Francisco. 


Prepublication  Draft  of  Chapter  4  in: 

The  Homeless  Mentally  111:  Report  of  the 
American  Psychiatric  Association  Task  Force 
H.R.  Lamb,  editor,  American  Psychiatric  Press 
(in  press) 


"A  program  which  recognizes  dependency 
without  punishing  it  or  exacting  conformity 
to  social  norms  is  likely  to  be  unpopular" 

(Rosenblatt,  1974) 


If  there  is  a  point  of  absolute  consensus  in  the  literature  on  the 
homeless  mentally  ill,  it  is  the  fact  that  they  have  concerned  public 
authorities  for  centuries.   Given  this  long  period  of  contact,  it  is 
sobering  to  note  the  limited  repetoire  of  responses  developed  by  these 
authorities  to  deal  with  them.   The  most  primitive  response,  dispersion, 
is  also  the  least  ambiguous  in  its  intent.   From  the  launching  of  the  first 
ship  of  fools,  to  the  establishment  of  residency  requirements  for  public 
assistance,  an  effective  means  to  dispose  of  the  unwanted  has  been  to  move 
them  on.   This  tradition  endures  in  the  passing  of  clients  among  catchment 
areas,  and  in  the  belief  that  good  services  "attract"  undesirables. 

A  rehabilitative  approach  to  the  homeless  is  more  complex,  since  it 
attempts  to  dispose  of  behaviors,  rather  than  people.   The  rehabilitation 
response  provides  assistance  on  the  condition  of  personal  change,  reform, 
or  redemption.   (A  variant  to  this  can  be  seen  in  the  charitable  reaction, 
which  emphasized  redemption  of  the  giver,  as  well  as  the  recipient  of 
services.   Hoewver,   simple  charity  has  not  prevailed  as  social  policy  since 
the  State  supplanted  the  Church  as  dispenser  of  alms.)   Early  poorhouses 
and  workhouses  exchanged  shelter  for  labor  and  contrition.   The  current 
debate  about  the  function  of  public  shelters  and  the  risk  of  "promoting 
dependency"  suggests  a  continuing  desire  to  strike  some  kind  of  bargain 
with  the  destitute,  and  to  transform  indigence  into  productivity. 

The  asylum  movement  reflected  this  prespective,  promising  "physical 
and  moral  improvment"  of  the  insane  (Dix,  1843)  .   Mental  hospitals  came  to 
serve  another  function,  that  of  containment  or  incarceration,  at  a  later 
point  in  time.   With  the  accumulation  of  a  population  considered  "untreat- 
able",  they  approached  the  indigent  mentally  ill  in  the  manner  of  the  prisons 
from  which  they  drew  their  initital  patients.   A  different  type  of  bargain 
was  struck:   those  who  could  not  alter  their  ways  were  obliged  to  cede  their 
autonomy. 

Whatever  the  "swings  of  the  pendulum",  from  dispersion,  to  rehabilitation, 
to  containment,  we  can  discern  two  central  strands.   The  first  is  a  refusal  to 


support  dependence  without  somehow  changing  or  isolating  it.   The 
second  involves  a  failure  to  differentiate  between  the  varied  groups 
classed  under  headings  such  as  "wandering  madmen",  the  "indigent  insane", 
or  lately,  the  "homeless  mentally  ill".   These  problems  may  have  been 
inevitable  in  the  distant  past,  because  of  limited  psychiatric  knowledge 
and  absence  of  community  services.   Acknowledging  the  persistent  short- 
comings of  treatment  and  support  services  today,  we  are  nevertheless  in  a 
position  to  do  better. 

We  have  the  advantage  of  access  to  a  developing  body  of  literature  on 
residential  instability  and  psychiatric  disorder  which  allows  us  to  consider 
the  homeless  in  a  complex  fashion,  and  to  formulate  some  tentative  proposals 
about  service  requirements.   These  descriptive  reports,  most  of  which  were 
published  from  the  mid-1970' s  until  the  present,  reflect  the  concerns  and 
methodological  strategies  of  a  number  of  independent  investigators.   As  such, 
they  provide  a  glimpse  at  various  aspects  of  homelessness  among  the  mentally 
ill,  and  not  a  firm  data  base.   Hoever,  the  combined  effects  of  these  separate 
contributions  shed  some  light  on  the  social  and  clinical  problems  found  among 
the  homeless,  and  their  relationship  to  mental  health  services  thus  far. 
Thv  Mental  1y  JJJ  Among,  the  Homeless . 

Other  contributors  to  this  volume  have  discussed  the  origins  of 

homelessness  in  some  detail,  including  the  economic  factors  which  presently 

expand  the  numbers  of  the  urban  poor,  and  the  replacing  of  the  stereotyped 

skid  row  male  with  a  heterogeneous  population.   The  mentall  ill  comprise 

a  vulnerable  and  sizable  subgroup  of  the  urban  homeless  in  virtually  all 

areas,  and  public  shelters  (Jones,  1983;  Ball,  1982;  Farr,  1983;  Baxter  and 

Hopper,  1981;  Segal  et.  at,  1980;  Arce  et.at,  1983;  Spitzer  et.  at.,  1970; 

Reich  and  Siegel,  1978;  Haggstrom,  1974).   They  include  a  fairly  consistent 

male  to  female  ratio  (approximately  three  quarters  male)  ,  and  a  number  of 

younger  adults.   Where  diagnostic  information  is  provided,  shizophrenia 

forms  a  leading,  but  hardly  an  exclusive  problem.   Alcoholism,  once  the 

principle  diagnosis  on  skid  row,  has  become  a  secondary  issue  for  the 

majority. 

a 

Beyond  these  broad  comratfniities,  most  samples  of  homeless  cases  vary 
in  terns  of  characteristics  such  as  treatment  history,  specific  type  and 
duration  of  homelessness,  clinical  issues  and  helpseeking  behjvior.   A 


considerable  amount  of  effort  has  thus  been  devoted  to  describing  sub- 
groups among  the  undomiciled  who  appear  to  present  special  constellations 
of  these  characteristics. 
The  Search  for  _a  Clinical  Typology: 

The  distinction  between  former  institutional  residents  and  younger 
adults  amounts  to  a  recurring  theme  in  the  literature.   Reich  and  Siegel, 
for  example,  find  a  clear  line  of  demarcation  separating  the  deinstitu- 
tionalized paranoid  schizophrenic  men  on  New  York's  bowery  from  younger, 
more  asocial  residents  (1978) .   The  former  state  hospital  groups  are  des- 
cribed as  accepting  medication  but  otherwise  difficult  to  reach  with 
conventional  services.   In  view  of  the  "harshness"  of  their  daily  lives,  their 
medical  problems,  and  their  need  for  distance,  the  authors  recommend  "on 
site"  psychiatric  services  for  this  group,  treatment  which  is  accessible 
in  shelters  and  other  agencies  where  the  homeless  meet  their  subsistence 
needs.   This  point  recurrs  in  other  discussions  of  severely  disabled  and 
disaffiliated  groups  (Baxter  and  Hopper,  1981,  1982). 

Younger  adults,  in  contrast,  share  the  experience  of  mental  hospitals 
via  the  revolving  door.   Segal,  Baumohl  and  Johnson  consider  a  group  of 
young  male  vagrants  in  a  university  area  (1977) .  While  described  by  the 
authors  (and  by  the  non-mentally  ill  on  the  streets)  as  severely  disturbed, 
they  do  not  show  the  degree  of  physical  and  functional  disability  encountered 
among  the  ex-hospital  group,  and  are  capable  of  reorganizing  rapidly  after 
an  acute  decompensation.   Because  their  experiences  with  psychiatric  services 
have  been  involuntary,  and  because  they  cannot  locate  agencies  which  meet 
their  first  order  needs  on  their  own  terms,  they  prefer  a  "poor"  label  to 
a  "crazy"  one.   In  addition  to  their  volatility  and  lack  of  social  resources, 
migratory  behavior  acts  as  an  important  impediment  to  their  care.   Many 
claim  to  live  in  the  area  where  they  were  surveyed  for  less  than  sixteen 
months . 

In  fact,  this  type  of  mobility  has  received  attention  in  its  own 
right  as  a  means  of  identifying  subgroups  among  the  undomiciled.   Reports  of 
the  "Wandering  Mentally  111"  (Traveler's  Aid  Society,  1976,)  the  "Mobile 
Mentally  111"   (Traveler's  Aid  Society,  1978),  the  "Runaway  Americans" 
(Goldberg,  1972),  or  "Long  Distance  Patients  (Chmiel  et.  al . ,  1979) 
attempt  to  describe  the  movement  patterns  of  transient  clients,  their 


motivations  for  flight  or  wandering,  and  their  clinical  attributes.   The 
population  described  by  these  sources  includes  the  seriously  ill,  both 
young  and  older.   Their  precipitants  to  flight  appear  diverse  enough  to 
preclude  generalization  about  them,  at  least  given  the  restricted  amount 
of  data  available.   The  common  problem  is  their  lack  of  personal,  social, 
and  economic  resources  when  they  arrive  at  their  destination,  and  the  un- 
welcome burden  they  impose  on  local  agencies. 

Arce  and  his  coworkers  offer  a  typology  of  the  homeless  mentally  ill 
which  attempts  to  draw  together  factors  such  as  old  vs.  new  chronicity, 
type  of  residential  instability,  and  service  requirements.   His  classification 
emerges  from  data  obtained  among  a  Philadelphia  shelter  sample,  84.4%  of 
whom  were  considered  to  be  mentally  ill  (1983) .   "Street  people"  (those 
homeless  for  more  than  a  month)  tend  to  be  older,  to  have  public  hospital 
histories,  to  require  more  shelter  time  and  more  intensive  psychiatric  services 
(including  medication) ,  and  to  be  referred  to  boarding  homes  (from  which  many 
never  return).   The  "episodically  homeless"  (more  than  one  day  but  less  than 
one  month),  tend  to  be  younger,  less  disturbed  than  the  street  people,  but 
more  disturbing  to  others.  Many  have  friends  or  family  to  return  to,  follow- 
ing a  shelter  episode.   A  residual  group  is  "situationally"  homeless. 

At  the  psychiatric  emergency  service  at  San  Francisco  General  Hospital 
we  have  also  tried  to  develop  some  understanding  of  the  undomiciled  groups 
within  our  client  population.   Since  the  late  1970's,  a  consistent  proportion 
of  this  clientele,  approximately  25  -  30  percent  have  been  unable  to  provide 
a  local  San  Francisco  Address  at  the  time  of  their  PES  visit.   Initial  attempts 
to  compare  these  cases  with  residentially  stable  clients  identified  few 
differences.   Like  the  emergency  service  cases  described  by  Lipton,  Sabatini 
and  Kat/.,  (1963)  they  included  many  younger  adults.  So,  however,  does  our 
overall  clientele.   The  undomiciled  were  admitted  on  a  voluntary  basis  at 
the  same  rate  as  other,  and  showed  the  same  serious  diagnoses  which  pre- 
dominate in  this  service. 

A  1981  study  looked  more  closely  at  the  residential  status  of  124  rep- 
resentative cases  in  the  PES,  placing  them  in  homeless,  transient,  or  stable 
groups  on  the  basis  of  living  situation  and  mobility  within  the  past  month 
(Chafetz  and  Goldfinger,  in  press).   These  groups  were  then  compared  in 
terms  of  symptoms,  using  the  Patient  Evaluation  Form  (Spitzer  and  Endicott, 


1972).   Except  for  higher  ratings  of  social  isolation  and  impairment 
of  routine  and  leisure  activities  (both  almost  synonomous  with  home- 
lessness) ,  the  residentially  unstable  resembled  their  diagnostic  counterparts. 
A  possible  explanation  for  this  similarity  was  found  in  the  prior  psychiatric 
records  of  these  cases.   Homelessness  appeared  to  figure  as  an  episodic  event 
in  so  many  lives  that  the  homeless,  transient,  and  stable  groups  of  our 
cross-sectional  study  might  be  essentially  the  same  people,  observed  at  a 
given  moment  in  time. 

Data  more  recently  obtained  by  Surber  et.  al.  (1982)  would  support  this 
interpretation.    In  the  same  setting,  he  finds  that  30%  of  the  PES  contacts 
have  no  local  address  at  any  specific  moment  in  a  year.   However,  of  the 
clients  treated  3  or  more  times  in  a  year  10%  have  no  address  at  any  time, 
but  70%  are  undomiciled  at  at  least  one  such  emergency  care  episode.   The 
meaning  of  these  figures  is  difficult  to  determine,  since  the  psychiatric 
emergency  service  clientele,  and  particularly  this  high  service  use  group 
may  not  be  reflective  of  the  homeless  mentally  ill  in  a  general  sense. 
However,  the  magnitude  of  the  population  exposed  to  residential  instability 
at  some  point  in  the  year  should  at  the  very  least  alert  us  to  the  danger 
of  attributing  special  characteristics  to  homeless  individuals. 

Indeed,  while  examples  of  homeless  "subtypes"  are  easy  to  find  among 

our  clientele,  tunning  the  gamut  from  persons  evicted  and  in  personal  crisis, 

to  long  term  street  dwellers,  we  question  whether  changing  circumstances 

cannot  transform  one  type  of  person  into  another.   Segal  and  his  co-workers 

bring  up  the  same  issue,  suggesting  that  many  of  their  young  vagrants  will 

eventually  settle  among  the  "old  guard"  of  skid  rows  areas  (1980).   Arce 

(1983)  allows  that  the  episodically  homeless  of  today  may  include  some  of 

tomorrow's  "street  people",  particularly  in  view  of  the  debilitating  and 

isolating  conditions  of  living  they  endure.   Kinds  of  people,  or  kinds 

of  living  situation?   This  question  remains  unresolved.   In  any  case, 

the  impression  is  one  of  diversity.   Whether  the  old  chronic-new  chronic 

distinctions  prove  valid,  whether  the  mobile  client  differs  materially  from 

the  street  dweller,  whether  severe  personality  disorders  become  incipient 

one* 
psychoses,  it  appears  clear  that  no^treatment  approach  will  suffice  for  any 

subgroup.   It  may  be  that  none  will  meet  the  needs  of  any  individual  over 

time . 

Given  the  current  level  of  concern  about  the  urban  homeless,  and  the 


enduring  public  tendency  to  disperse,  change,  or  isolate  the  undomiciled 
mentally  ill,  the  pressure  may  be  intense  to  provide  a  single,  "shotgun" 
service  program.   As  Slater  has  observed,  one  facet  of  American  prag- 
maticism  is  the  desire  to  resolve  complex  social  problems  "by  gesture" 
(1971,  p.  13).   Yet  if  the  past  teaches  us  anything  with  regard  to  homeless 
clients,  it  is  that  simplistic  and  unitary  responses  tend  to  fail.   Rather 
than  proposing  one  program  to  address  the  needs  of  these  complex  individuals, 
we  propose  properties  of  a  mental  health  system  which  should  be  present  to 
address  the  phenomenon  of  homelessness  when  it  occurs  among  the  mentally  ill. 
The  Services. 

Although  in  the  last  several  years  small  pilot  projects  have  been  de- 
signed to  serve  this  population  (such  as  The  St.  Francis  Residence  in  New 
York,  San  Francisco  Support  Services,  the  Los  Angeles  "Skid  Row"  Project), 
there  has  been  no  consistent  nor  coherent  network  of  services  directed  to- 
ward meeting  their  needs.   In  fact,  one  of  the  most  significant  findings  in 
the  Report  on  Federal  Efforts  to  Respond  to  the  Shelter  and  Basic  Living  Needs 
of  Chronicall  Mentally  111  Individuals  (D.H.H.S.,  D.H.U.D.,  1983)  was  the  need 
for  "a  continuum  of  residential  options  for  this  population".   These  patients 
are  frequently  extremely  difficult  to  engage  in  treatment;  previous  experience 
within  both  the  shelter  system  and  the  mental  health  system  have  left  them 
suspicious  and  distrustful  of  a  service  system  that  has  consistently  failed  to 
address  their  problems  (Segal  and  Baumohl,  1980,  Baxter  and  Hopper,  1981,  1982, 
Larew,  1980).   Given  their  wide  range  of  difficulties  in  multiple  spheres  and, 
therefore,  the  frequency  with  which  they  require  services  in  multiple  sites  and 
modalities,  they  appear  particularly  vulnerable  to  issues  of  lack  of  coordin- 
ation, disunif ormity  of  treatment  or  service  philosophy  and  disparities  of 
objectives  and  referral  protocols.   Given  the  enormous  size  of  the  homeless 
population  and  the  small  number  of  available  services,  it  becomes  relatively 
easy  for  an  individual  shelter  to  ignore  the  specialized  needs  of  the  mentally 
ill  or  to  justify  their  exclusion  on  the  grounds  of  behavioral  problems. 

Within  the  community  mental  health  system,  also  overcrowded  and  under- 
funded, the  specialized  needs  of  the  undomiciled  may  once  again  lead  to  their 
exclusion.  Ch3fetz  and  Goldfinger  (19SA)  studying  the  residential])'  unstable 
in  an  ur|>pn  psychiatric  emergency  service  write: 

"An  influx  of  undomicCLed  and  ill-housed  clients  has 
placod  a  strain  on  staff  and  this  service  who  cannot  always 
locate  residential  referrals  fijlla»ing  short  of  hospital 
admission  at  least  on  an  eacrgency  basis.   In  the  words  of 
one  clinician,  'even  before  ycu  sec  a  client  if  you  know  he 
lias  a  family  and  a  pljce  to  live  you  feel  relieved.   If  you 


know  he  has  no  where  to  live,  your  stomach  goes  into 
a  knot'". 

Many  traditional  mental  health  interventions  are  predicated  upon  the 
assumption  of  a  stable  support  network  and  permanent  residence.   Asking 
the  patient  to  "return  home,  take  the  medication  ,  rest  and  come  back 
tomorrow"  is  a  meaningless  intervention  where  home  is  an  alleyway  and  rest 
is  impossible.   Viewed  as  unmotivated  or  at  least  ambivalent  towards 
services,  these  individuals  with  multiple  problems  are  frequently  excluded 
in  favor  of  others  who,  although  in  genuine  need,  are  also  more  willing  and 
or  able  to  cooperate  and  participate  in  the  treatment  offered.   Few  mental 
health  sites  have  staff  with  either  the  time,  the  skills,  or  the  resources 
to  address  residential  needs  of  this  subgroup. 

In  most  large  urban  centers  a  large  plurality  of  these  patients  is 
concentrated  in  the  inner  city.   The  agencies  responsible  for  serving  the 
homeless  mentally  ill  may  include  the  Department  of  Social  Services,  Public 
Health,  Community  Mental  Health,  and  Housing.   These  disparate  authorities 
bring  to  their  work  divergent  philosophies,  utilization  criteria,  standards 
for  clinical  accountability  and  referral  procedures.   Such  overall  program 
planning  as  does  exist  is  frequently  administrative  rather  than  clinical  in 
nature  and  suffers  from  the  absence  of  a  supervisory  structure  capable  of 
monitoring  programmatic  responsiveness  to  identified  needs.   Independently 
functioning  services  suffer  from  the  lack  of  a  clear  mandate  to  serve  this 
population  and  do  not  have  the  ability  to  institute  interventions  other  than 
those  for  which  they  were  specifically  established.   Priorities  for  the 
population  to  be  served  are  often  non-overlapping  and  the  services  without 
formal  interface.   Thus,  those  patients  with  at  best  tenuous  links  to 
voluntary  treatment  often  find  this  barrier  sufficiently  difficult  to  over- 
come that  they  may  choose  instead  withdrawal  and  its  attendant  hazards. 

At  the  county  or  other  fiscal  planning  level  this  population's  needs 
may  be  conscientiously  excluded  from  service  priorities.   Viewed  as  some- 
how less  fully  residents  of  the  community  than  those  who  are  more  residentally 
stable,  their  lack  of  a  local  address  may  be  viewed  as  their  lack  of  local 
residence.   Lumped  together  with  migrants,  tourists  and  "others  just  passing 
through",  their  numbers  are  excluded  from  service  planning  and  their  needs 
ignored  or  loft  unmet  (Larew,  1980).   Rather,  they're  left  to  shuttle  between 
fragmented  aspects  of  rr-.ultiple  service  systems  faring  as  best  they  can  with 
the  complex  web  of  requirements  for  service  eligibility. 
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Although  probably  not  the  most  common  of  examples,  it  is  nonetheless 
possible  for  a  client  to  be  arrested  for  vagrancy  or  public  inebriation, 
picked  up  by  the  city  police  and  taken  to  jail.   From  there  they  may  well  be 
deemed  mentally  ill  rather  than  criminal  and  transferred  to  a  psychiatric 
inpatient  unit.   Upon  discharge  they  might  be  placed  in  a  short-term 
residential  intensive  treatment  alternative.   Upon  discharge  from  that 
unit,  although  still  without  a  place  to  live,  they  may  be  referred  to  a  day 
treatment  program.   In  those  cities  that  use  case  management  as  an  aftercare 
modality  they  may  well  be  lucky  enough  to  be  accompanied  to  the  local  general 
assistance  or  welfare  office  and  be  provided  wiht  a  hotel  voucher.  But 
rare  is  the  city  with  coordinated  services  }Sa  -—--i  a  such  that  the  hotel 
will  be  near  the  day  treatment  center.   The  patient,  tired  and  confused,  may 
end  up  withdrawing  from  treatment.   With  the  end  of  treatment  may  come 
the  end  of  medication,  decompensation ,  behavioral  problems  and  eviction.   The 
patient  winds  his  or  her  way  back  to  a  public  shelter  or,  worse,  to  the 
streets. 

Even  with  the  absolute  assumption  of  our  obligation  and  wish  to  serve 
these  clients^ the  path  ahead  remains  unclear.   In  this  post-deinstitutional- 
ization  era,  recognition  of  the  difficulties  inherent  in  treating  individuals 
with  this  multiplicity  of  problems  in  community  settings  are  just  beginning 
to  be  addressed.   Our  work  then,  must  be  guided  by  such  hints  as  are  avail- 
able in  the  published  works  of  those  familiar  with  these  patients  and  by  our 
own  experience  with  this  population  over  the  past  several  years. 
Qualities  of  a  Service  System  for  the  Homeless  Mentally  111 
In  addressing  the  question  of  services  for  this  population  we  are 
immediately  confronted  with  the  difficulties  in  defining  who  or  what  con- 
stitues  this  population.  We  must  acknowledge  that  at  times  we  will  be 
describing  a  subgroup  of  the  mentalluill  at  a  particular  point  in  timejsince 
homelessness  is  frequently  episodic  or  intermittent  (Arce  et.al.,  1983). 
Similarly,  there  is  among  the  undomiciled  a  subset  of  individuals  who 
although  suffering  from  a  chronic  mental  illness  may  only  intermittently 
require  mental  health  interventions.   Let  us  then  consider  both  mental 
illness  and  homelessness  as  and  the  population  we  describe  as 

residing  at  thu  interception  of  mental  illness  and  homelessness  and  to  re- 
quire some  sort  of  external  psychiatric  and  social  service  supports. 


Goldfinger  et.  al .  (1984)  in  a  previous  publication  delineated 
qualities  which  may  be  considered  essential  in  any  effective  service 
system  for  multi-problem  patients.   We  will  list  these  now  and  then 
enlarge  upon  each  of  them  both  as  concepts  and  as  manifestations  of 
individual  program  elements  of  such  a  system.   The  essentials  of  the 
services  for  this  group  are  that  they  be  capable,  comprehensive,  con- 
tinuous, individual,  willing,  tolerant,  flexible  and  meaningful*. 

1.  Capable.   Naturally,  in  its  broadest  definition,  a  service  that  is 
capable  of  dealing  with  a  clientele  inherently  includes  all  of  the  other 
qualities  listed  above.   In  this  context,  however,  by  capable  we  mean  an 
adequacy  of  physical  plant,  staff,  resource  availability  and  the  capacity 
to  provide  service  recipients  with  adequate  attention  to  the  evaluation 
and  provision  of  their  needs.   Large  municipal  shelters  are  usually  de- 
signed to  provide  housing  for  a  modal  client  and  frequently  lack  a  suffic- 
iently large  or  well-trained  staff  to  deal  with  the  disruptive  and  paranoid 
client  or  one  who,  because  of  psychological  issues,  is  unable  or  unwilling 
to  behave  according  to  programmatic  expectations.   Similarly  the  mental 
health  system  has  frequently  excluded  these  clients  because  of  their  per- 
ceived unwillingness  to  cooperate  in  treatment  or  because  their  psychological 
problems  are  not  defined  as  "treatable". 

The  demise  of  the  state  hospital  system  for  the  mentally  ill  was  based 
in  part  on  its  reputation  of  being  inhumane  and  not  providing  rehabilitative 
treatment.   Yet,  the  state  hospital  did  provide  both  shelter  and^even,  at 
its  worst,  certain  aspects  of  treatment  for  those  it  served.   The  state 
system,  however,  was  an  expensive  one,  yet  it  may  be  equally  expensive 
to  provide  both  shelter  and  treatment  for  the  homeless  mentally  ill  in  the 
community.   Many  of  these  clients  have  been  tried  in  more  cost-conscious 
treatment  options.   It  is  because  they  have  failed  there  or  rather  becamfse 
we  have  failed  them  that  many  of  them  have  become  dependent  high  consumers 
of  our  most  expensive  services.   Not  only  will  these  patients  require  a  large 
number  of  staff,  but  staff  more  experienced,  sensitive  and  highly  trained 
as  well.   A  funding  mechanism  which  allows  for  the  simultaneous  provision  of 
mental  health  and  shelter  services  withs*  a  range  of  in^nri1-"  "c  sxxuato*#e 

*As  always,  we  arc  duply  indebted  to  Leona  jj .  Bachrach  for  her  discussion  of 
the  qualities  of  continuity  of  care^which  have  served  as  a  conceptual  frame- 
work 0lvc{  inspiration  for  our  thinking  and  planning.  (Bachrach,  1981) 


length  of  stay  and  intensity  of  intervention  must  be  developed.   Currently, 
for  example,  municipl**  shelters  may  exclude  from  their  clientele  those  who 
receive  federal  disability  benefits  and  yet  the  clients  may  be  unable  to 
manage  their  money  in  a  sufficiently  organized  manner  so  as  to  provide  a  stable 
roof.  To  shift  the  onus  of  the  inadequate  system  onto  an  incapable  patient 
may  serve  fiscal  needs  but  hardly  addresses  pressing  clinical  realities. 
2  Comprehensive 

As  we  have  noted,  one  of  the  areas  that  makes  it  most  difficult  to 
adequately  serve  the  homeless  mentally  ill  is  the  administrative  and  fiscal 
splits  between  social  service  and  mental  health  agencies.   The  social  ser- 
vice system  in  most  cities  is  clearly  without  the  capability  of  providing 
the  range  of  what  is  needed  by  the  undomiciled.  Ideally  one  might  envision 
a  system  with  easily  accessible  "crash  domitories",  more  organized  brief- 
stay  residences,  intermediate  length  housing  both  in  group  and  with  individual 
room,  system  of  access  to  vouchered  hotel  rooms  and  finally  the  provision  of 
adequate  permanent  dwellings.   It  may  be  argued  that  existing  community 
mental  health  services  already  provide  a  comprehensive  network  of  mental  health 
treatment  modalities.   For  many  patients  with  many  kinds  of  problems  perhaps 
they  do.   But  for  many  of  the  homeless  unwilling  to  engage  in  the  bureau- 
cratically  entangled  treatment  system,  outreach  to  the  places  where  they  do 
congregate  is  needed  and  frequently  lacking.   The  aftercare  system  frequently 
relies  on  scheduled  appointments,  regular  attendance  or  the  following  of 
carefully  established  and  stringently  enforced  rules  of  behavior  and  par- 
ticipation.  An  appointment  at  1  p.m.  sharp  is  difficult  to  keep  if  you  live 
on  the  street  and  own  no  watch.   Facing  an  unusually  long  line  at  a  public 
soup  kitchen  and  knowing  that  the  wait  will  preclude  an.  afternoon  session 
may  mean  the  awful  choice  between  cooperation  with  programmatic  rules  and 
going  hungry.   Halfway  houses  and  other  treatment  options  with  brief  lengths 
of  stay  requiring  patients  to  adjust  to  continually  changing  locals  and 
therapeutic  staff  may  on  the  surface  provide  both  treatment  and  shelter,  but 
hardly  fulfill  those  qualities  of  asylum  ideally  present  in  such  a  system 
(Bachrach,  1984,  Minkoff,  1983).   In  addition  to   traditional  mental  health 
modalities  services  must  be  available  to  provide  for  social,  economic  and 
other  supports.   Thus  even  within  those  rare  communities  where  both  the  mental 
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health  system  and  the  social  service  system  may  each  internally  pro- 
vide comprehensive  care  and  the  full  range  of  options  the  systems  them- 
selves are  rarely  integrated.   Lacking  the  necessary  interface; they  are 
therefore  functionally  noncomprehensive. 

A  system  designed  to  provide  shelter  for  the  mentally  ill  must  have 
access  to  a  full  range  of  outreach,  case  management,  medication  and  other 
aftercare  treatment  modalities.   The  community  mental  health  system  must 
make  available  referrals  to  low  cost  housing  to  help  provide  or  augment 
the  possibility  of  stabilization  between  acute  psychiatric  episodes  and  an 
access  to  entitlements  which  for  many  of  these  patienfe  serves  as  their 
only  tangible  evidence  of  support  outside  the  hospital  settings. 

Within  the  services  offered  an  effort  must  be  made  to  provide  more 
comprehensive  care  as  well.   Containment,  confinement  and  medication,  like 
a  roof,  cannot  be  all  we  offer.  Life  skill,  financial  management  and  self- 
care  training,  exposure  to  and  discussion  of  their  patterns  of  social  inter- 
action, and  personal  and  interpersonal  skills  must  be  accessible  to  those 
who  want  them.   Medical  care  must  be  made  available  as  this  group  suffers 
an  extraordinarily  high  rate  of  medical  and  hygienic  problems.   Substance 
abuse  counseling  must  be  present  at  every  location  so  as  to  begin  building 
a  recognition  in  appropriate  clients  of  the  interplay  between  their  use  of 
foreign  toxic  substances  and  their  overall  feelings  of  discomfort  and 
psychic  anguish. 
3 .   Continuous 

Even  within  a  comprehensive  range  of  services  discontinuities  in  the 
flow  of  information  of  in  the  admission  criteria  from  one  level  of  care  to 
another  may  show  themselves  operationally  as  a  lack  of  available  service 
(Schwartz,  et.  al.,  1983).   For  example,  a  stabilized  schizophrenic  client 
may  be  well  known  to  the  staff  of  a  shelter  that  is  open  evenings  only  but 
which  he  or  she  has  been  using  for  years.   During  the  day,  should  the  patient 
begin  to  decompensate  and  seek  services  at  a  psychiatric  emergency  room,  the 
knowledge  of  the  patient's  history  and  previous  functioning  might  never  be 
made  available  to  the  evaluating  staff.   An  admission  to  an  acute  inpatient 
unit  using  as  the  core  of  its  data  base  the  emergency  room  evaluation  may 
result  in  :i  tornl  loss  of  this  valuable  source  of  clinical  background.   Dis- 
charge from  the  hospital  with  perhaps,  referral  to  a  residential  treatment 
facility  .idu.->  yet  another  link  in  the  chain  of  broken  communications.   When, 
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after  a  period  of  treatment,  length  of  stay  criteria  force  the  patient 
to  be  discharged  from  residential  treatment,  staff  at  the  agency  may  find 
themselves  in  a  frenzy  over  the  question  of  providing  ongoing  housing  for 
the  client.   At  the  shelter,  meanwhile,  concerned  staff  may  well  be  des- 
perately attempting  to  uncover  the  client's  whereabouts  yet  find  themselves 
left  with  no  centralized  source  of  information  despite  their  concern.   The 
client  meanwhile,  having  told  his  story  to,  perhaps,  four  or  five  separate 
sets  of  intake  workers  may  feel  himself  misunderstood,  overly  burdened  and 
ignored  evoking  a  sense  of  confusion,  inconsistency,  despair,  or  dis- 
illusionment.  Despite  the  availability  of  a  range  of  residential  and  treat- 
ment options  the  very  structure  of  the  service  system  insures  discontinuity 
of  care.   Although  elements  of  the  continuum  may  be  internally  of  high 
quality,  well  designed,  and  staffed  with  the  best  meaning  of  clinicians, 
the  absence  of  effective  interagency  network  may  render  their  work  ineffective. 

The  provision  of  service  must  be  coordinated  and  monitored  from  a  ser- 
vice perspective  that  assures  delivery  of  integrated  care  across  modalities 
and  geographic  boundaries.   It  is  our  feeling  that  this  will  only  be  accom- 
plished by  guaranteeing  an  individual  assigned  to  each  client  who  will 
serve  not  only  as  a  nominal  but  as  an  acutal  "case  manager"  with  authority 
to  designate  and  implement  a  service  plan  (Lamb,  1980).   Although  respons- 
ibility for  an  individual  client  may  be  placed  in  the  hands  of  a  single 
case  manager  or  a  team  of  case  managers  (The  Bridge) ,  it  is  absolutely 
essential  that  case  management  authority  not  be  vested  solely  in  those  at 
a  given  site.   Rather,  an  agency  with  primary  responsibility  for  the  client 
regardless  of  where  they  are  or  how  their  needs  will  be  met  must  complement 
the  individualized  agency-centered  programs.   Such  case  management  and 
coordination  cannot  exist  unless  individual  programs  are  uniformly  able  to 
be  made  responsible  to  (or  at  least  coordinated  by)  a  single  identified 
administrative  authority.   As  long  as  programs  retain  the  option  to  refuse 
to  serve  specific  clients  or  to  establish  independent  service  plans  with- 
out regard  to  an  overall  management  policy,  continuity  of  care  cannot 
be  achieved. 

4 .   Individualized 

Services  are  easiest  to  design  when  intended  for  large  uniform  pop- 
ulations.  Within  the  system  of  services  for  the  homeless  the  enormity  of 
the  problem  has  made  it  extremely  difficult  to  focus  on  the  specialized 
needs  of  any  individual  subgroup.   Yet  the  mentally  ill  homeless  are 
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especially  vulnerable  and  unable  to  protect  themselves  or  to  tolerate 
the  intensity  of  stimuli  at  large  public  shelters.   They  are  at  high 
risk  for  assault  and  defeat  from  both  external  and  internal  forces,  both 
physical  and  psychological.   Their  behavior,  often  disruptive,  may  make 
them  the  target  of  verbal  or  physical  abuse  from  other  sharing  their 
services  (Baxter  and  Hopper,  1983),  and  the  very  sensory  overload  may 
further  their  psychological  distress.   The  availability  of  trained  mental 
health  staff  at  program  sites  or  perhaps  more  ideally,  specific  programs 
vith  higher  staff-client  ratios  designed  to  work  with  this  population  must 
be  established.   Although  homeless  and  in  need  of  shelter,  this  group  is 
nonetheless  psychiatrically  disturbed  as  well  and  in  need  of  treatment.   It 
is,  in  many  ways,  cruel  to  engage  them  sufficiently  to  accept  the  provision 
of  shelter  without  acknowledging  and  addressing  their  mental  health  needs. 
It  is  precisely  because  these  patients  are  unable  to  utilize  existing  "modal 
client  design"  services  that  they  reappear  over  and  over  again  at  inpatient 
and  emergency  psychiatric  facilities,  (regrettably  enter  our  local  jails),  or 
leave  the  shelters  provided  for  them.    Yet,  the  relatively  small  number  of 
these  patients  should  make  it  possible  to  provide  within  specially  designated 
programs^individualized  treatment  plans  targeted  to  each  client's  needs. 

Similarly,  we  must  recognize  that  people  change  over  time  and  our  treat- 
ment of  them  must  change  as  they  do.   Essential  to  such  change  must  be  the 
recognition  of  the  importance  of  an  ongoing  relationship  with  a  single  care 
provider  or  team.   In  addition  to  a  role  as  the  treatment  coordinator,  the 
case  manager  designated  to  work  with  each  of  these  clients  must  be  able  to 
maintain  contact  of  sufficient  frequency  and  duration  to  be  able  to  recognize 
changing  patterns  of  needs  and  evidence  of  increased  social  adaptation  or 
clinical  exacerbation.   The  ability  to  effectively  monitor  the  current  reality 
of  *i*e  case  Wmfr  and  to  help  guide  the  client  to  the  appropriate  services 
necessary  at  a  given  time  must  exist  if  we  are  to  serve  each  individual. 
5.    Willing/to! erant 

Sonet imos  Libeled  "unwilling"  "untreatable"  "manipulative",  these  clients 
are  often  met  within  the  mental  health  system  with  anger,  hostility,  and  re- 
jection.  This  attitude  is  clearly  visable  to  the  clients  as  it  is  to  the 
referring  agencies.   We  believe  that  one  of  the  issues  is  that  current  services 
do  not  fulfill  the  four  qualities  listed  above.   Staff  who  may  be  willing  to 
work  with  these  patients  under  more  ideal  circumstances  recognize  the  over- 
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whelming  likelihood  of  failure  within  the  confines  and  restrictions 
of  current  sites.   With  services  specifically  designed  to  meet  the  needs 
of  this  population,  it  -is  hoped  that  the  contribution  of  unrealistice 
demands  on  a  service  and  its  contribtuion  to  an  intolerance  of  these 
patients  will  be  overcome.   Staff  are  often  torn  between  their  loyalty  to  the 
clients  and  their  wish  to  meet  the  clients  needs  and  loyalty  to  the 
institutions  in  which  they  work  for  whom  economic  reimbursement  or  length  of 
stay  criteria  may  supercede  the  focus  on  any  one  individual's  care. 

One  of  the  saddest  fates  of  these  clients  is  the  unfortunate  tendency 
to  be  labeled  "manipulative".   Frequently  their  requests  of  the  staff  are 
met  with  anger  and  a  sense  of  being  "used"  by  the  patient.   Perhaps   as  a 
function  of  high  case  load  or  rapid  turnover  throughout  the  system,  staff 
are  unable  to  become  sufficiently  acquainted  with  the  internal  world  of  these 
clients  and  to  recognize  both  the  symbolic  nature  and  relative  significance 
of  their  requests.   One  explanation  may  be  that,  given  a  system  with  such 
high  demand  and  which  is  unable  to  meet  the  needs  of  inadequate  resources, 
staff  tend  to  view  these  clients  as  "adversaries",  thus  avoiding  the  dis- 
comforting guilt  of  recognizing  how  little  they  can  in  fact  offer.   Perhaps 
with  a  system  which  makes  more  resources  available  to  staff  working 
specifically  with  these  clients  and  the  freedom  and  flexibility  to  establish 
both  short  and  long  term  goals,  many  of  these  impediments  to  successful 
interpersonal  interaction  and  acceptance  will  be  overcome  (Goldfinger,  1982). 
6.   Flexible 

Just  as  within  a  given  modality  or  site  the  program  must  be  tailored 
to  meet  the  individual's  needs,  the  system  as  a  whole  must  be  sufficiently 
flexible  to  allow  for  an  optimal  utilization  of  its  resources.   Thus,  the 
barriers  between  the  mental  health's  residential  treatment  system  and  the 
social  services  shelter  network,  currently  essentially  impermeable,  must 
be  reduced  or  eliminated.   In  this  way,  during  times  of  high  inpatient  or 
emergency  psychiatric  service  overload  designated  shelter  residences  might 
be  made  available  for  those  who  could  be  mainatined  in  less  than  acute 
inpatient  care  and  similarly  residential  treatment  facilities  might  make 
available  group  spface  at  night  for  overflow  crowds  from  the  shelter  net- 
work who  would  otherwise  be  denied  services.   Similarly,  medical 
medication  backup  must  be  flexible  enough  to  move  throughout  the  system 
following  the  clients  wiierc  they  are  rather  than  tied  to  specific  sites. 
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Currently  many  agencies  use  the  guideline  length  of  stay  as  built 
into  their  contracts  as  absolute  andi^f  lexible  standards  against  which 
patients  must  be  moved  regardless  of  clinical  need  or  outside  exigencies. 
In  most  cases  a  client  who  is  willing  to  remain  in  a  service  will  be  kept 
the  maximum  number  of  days  tolerated  by  the  system.   Discharge  and  referral 
plans  are  tied  to  this  pre-set  limit  rather  than  serving  as  a  function  of 
clinical  need  and  appropriateness.   Such  a  model  cannot  be  continued  in 
a  new  system  that  hopes  to  have  an  impact  on  these  clients.   For  example, 
we  might  envision  a  joint  venture  between  a  large  shelter  program  and  the 
residential  treatment  alternative.   Admission  to  the  residential  treatment 
service  would  be  independent  of  the  requirements  for  patient-staff  contracts 
currently  in  vogue,  rather ,  the  length  of  stay  at  the  service  might  run  from 
24  or  fewer  hours  to  as  long  as  several  months.   Inability  to  commit  oneself 
to  a  long  length  of  stay  but  rather  intermittent  short  use  of  the  treatment 
service  would  not  be  viewed  as  a  fault  of  the  client  or  an  unwillingness  to 
participate  but  rather  in  terms  of  its  individual  meaning.   For  some,  it 
may  be  another  clinical  symptom  little  different  from  their  hallucination  or 
alcohol  consumption,  or  for  others,  there  may  be  elements  of  a  reasonable 
and  justifiable  preference.   When  the  structure  or  program  at  a  residential 
treatment  service  became  too  intense  for  the  client  to  tolerate  they  could 
instead  live  at  a  shelter  avoiding  the  requirements  of  participation  in  the 
more  structured  treatment  program.   Perhaps  at  the  multiple  shifts  between 
the  two  services  the  client  would  begin  to  trust  the  system  sufficiently 
to  commit  him  or  herself  to  a  longer  treatment  course  during  which  more 
active  participation  in  the  program  might  take  place.   Such  flexibility 
seems  essential  if  we  are  ever  to  be  able  to  make  these  currently  "uncooper- 
ative" patients  voluntarily  willing  to  accept  and  participate  in  our  services. 
7 .   Meaningful 

When  patients  come  to  our  services  they  are  rarely  requesting  treat- 
ment.  What  patients  come  asking  for  is  help  to  the  extent  that  the  service 
we  offer  mismatches  the  areas  for  which  the  patient  requests  help  we  can  come 
to  understand  some  of  the  patient's  reluctance   to  buy  a  product  they  never 
set  out  to  obtain.   We  may  think  it  important  for  therapeutic  reasons  that 
a  client  commit  himself  to  regular  appointments  or  a  fixed  length  of  stay. 
Clients,  however,  have  been  spared  "our"  educational  and  philosophical  biases. 
They  frequently  see  no  correlation  between  what  is  offered  and  what  they  come 
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for.   In  order  to  engage  this  dif f icult-to-treat  group  in  our  services, 
we  must  begin  attempting  to  see  what  we  offer  through  their  eyes.   We 
may  view  an  inpatient  admission  as  a  source  of  diagnostic  evaluation, 
medication  titration,  and  attempts  of  one-to-one  psychotherapy,  but  for 
many  of  these  patients  it  is  their  only  source  of  hospice  without  fee  and 
without  rules.   We  may  view  the  long  term  gains  of  understanding  as  a  re- 
sult of  regular  outpatient  psychotherapy  as  the  only  intervention  which  may 
affect  long-term  personality  change,  but  to  the  client  who  is  hungry  or 
without  shelter  a  meal  or  a  roof  may  be  far  more  important.   The  therapist 
who  concentrates  on  taking  the  history  or  interpreting  relationships,  dis- 
regarding the  client's  explicit  request  for  concrete  psycical  needs  has 
gained  little  and  probably  lost  the  client.   Similarly,  shelters  which  require 
patients  to  leave  during  the  day  may  view  their  motivation  as  one  of  in- 
creasing the  client's  sense  of  responsibility  and  avoiding  institutionalism, 
but  for  the  clients  it  is  a  hostile  and  rejecting  approach  when  the  day  may 
indeed  offer  no  other  activities,  supports  or  gratifications.   The  complex- 
ity of  intake  evaluations,  forms  and  medical  or  psychiatric  assessments  may 
be  seen  by  the  shelter  worker  as  helping  to  provide  for  a  knowledge  base  on 
evaluation  of  the   client,  but  to  someone  with  freezing  fingers  on  an  icy 
night  they  are  just  another  barrier  and  example  of  the  system's  lack  of 
interest.   In  order  to  be  meaningful  to  the  clients  our  services  must  offer 
not  only  what  we  deem  useful  but  what  they  deem  necessary.   For  many  this  will 
mean  positive  case  management  services,  targeted  to  the  procurement  of  en- 
titlements and  an  arbitration  function  between  the  clients  and  the  world  around 
them.   The  advice  and  interventions  we  offer  must  be  relevant  to  the  world 
they  inhabit;  it  is  useless  to  ask  if  a  person  is  sleeping  well  if  he  is 
sleeping  on  the  streets  or  to  follow  the  rules  of  a  shelter  program  when  he 
or  she  is  responding  to  internal  voices  and  not  ours.   Such  comments  will  and 
probably  should  be  taken  by  the  client  as  a  clear  sign  that  the  individual 
assigned  to  work  for  him  has  little  or  no  comprehension  of  the  realities  of 
their  world. 

8 .   Toward  a  better  service  system 

Designed  as  a  more  humanized,  respectful  and  effective  method  of 
treating  the  long-term  chronic  patient  from  the  state  hospitals  it  replaced, 
the  community  mental  health  system  has  nonetheless  fallen  victim  to  many  of 
the  sane  pitfalls  which  befell  its  predecessor.   We  would  like  to  focus 
our  attention  on  one  specific  element  of  this  system's  failure.   Designed 
to  be  accessible  to  and  therapeutic  for  the  large  mass  of  patientr.the  public 
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mental  health  system  has  great  difficulty  reacting  to  the  service  needs 
of  a  patient  group  requiring  specialized  or  unusual  attention.   For 
those  patients  accepting  of  and  willing  to  work  within  its  structures,  com- 
munity mental  health  has  provided  a  positive  and  useful  treatment.   But 
for  those  patients  who  by  reason  of  the  nature  or  severity  of  their  internal 
difficulties  or  overwhelming  social  stressors  are  unable  to  work  within 
the  existing  system,  it  has  helped  to  enforce  their  over-use  of  acute 
services  and  has  resulted  in  an  increase  in  their  sense  of  alienation, 
hopelessness  and  rage . 

In  many  ways,  the  provision  of  safe  and  protective  housing  for  those 
unable  to  provide  it  for  themselves  has  followed  a  course  not  dissimilar 
to  that  of  the  mental  health  system.   The  recent  resurgence  of  interest  in 
and  recognition  of  the  need  to  provide  publicly  funded  shelter  for  the 
homeless  population  has  likewise  resulted  in  a  system  which,  although 
probably  inadequate  for  the  total  number  of  patients  does  provide  a  modicum 
of  safety  and  comfort  to  those  it  can  serve.  Much  as  the  community  mental 
health  system,  however,  it  is  better  able  to  provide  a  transition  from  the 
streets  to  shelters  for  the  masses  than  it  is  to  meet  the  needs  of  individ- 
ually identified  subgroups  of  the  clientele  it  serves.   For  those  willing 
and  able  to  conform  to  its  policies  and  protocols  a  bed  and  a  roof  may,  in 
fact,  be  guaranteed.   However,  without  the  ability  to  address  some  of  the 
underlying  general  social  causes  of  homelessness  and  psychiatric  and  biomedical 
roots  of  the  problem,  it  may  provide  respite  but  can  accomplish  little  in 
terns  of  long-term  impact.   Although  no  longer  cold,  better  rested  and  better 
fed,  if  a  shelter  system  cannot  provide  access  to  or  direct  provision  of 
treatment  for  the  mentally  ill  among  its  clientele,  it  can  serve  only  as 
temporary  respite,  but  is  without  ameliorative.'.value. 

Bachrach  (1983)  has  focused  on  the  provision  of  asylum  in  the  care  of 
the  chronic  psychiatrically  disturbed  individual.   Asylum,  as  we  hope  has 
become  clear,  is  a  function  falling  somehow  at  the  interception  of  the  pro- 
vision  of  shelter  and  of  treatment,  specifically,  a  sense  of  a  "safe  haven" 
(p.    ).   In  any  evaluation  of  the  service  system  designed  to  provide  for  the 
needs  of  the  homeless  mentally  ill  we.  would  do  well  to  ask  ourselves   if 
we  are  only  providing  mental  health  services  and  shelter,  or  are  we  also 
offering  these  clients  the  asylum  they  so  desperately  need. 
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Rather  than  offering  a  description  of  a  model  program  designed  for 
a  given  community  or  a  given  population,  we  would  like  instead  to 
underscore  the  qualities  enumerated  above.   Within  differing  geographic 
areas  with  diverse  political,  social  and  economic  concerns  and  unique 
client  populations  and  human  service  problems  the  specifics  of  a  program 
to  meet  the  needs  of  the  homeless  mentally  ill  will  certainly  differ  (Turner 
and  Shiferin,  1979;  Bachrach,  1983).   Although  the  structure  of  any  service 
system  must,  of  course,  be  secondary  to  these  contextual  frameworks,  we 
believe  that  the  qualities  of  the  services  must  embody  those  factors  which  we 
have  described. 

An  element  of  service  planning  implicitly  but  not  specifically 
addressed  is  that  of  staff  selection  and  training.   We  believe  that  the 
clinical  staff  entrusted  to  work  with  this  group  must  embody  a  series  of 
personal  and  professional  characteristics.   Some  of  them  certainly  must  have 
theoretical  sophistication,  including  the  familiarity  with  the  fine  points 
of  biopsychosocial  diagnosis  and  an  understanding  of  both  psychodynamic  and 
social  theories  of  personalities  (Talbot,  1980;  Borris,  1978).   The  staff 
working  with  these  clients  must  also  be  able  to  call  upon  a  series  of  prag- 
matic skills  and  possess  a  practical  approach  to  both  clinical  problem 
solving  and  an  ability  to  negotiate  a  complicated  set  of  social  welfare 
systems.   Finally,  they  must  possess"  what  we  can  only  describe  as  optimistic 
nihilism.   By  this  we  mean  that  work  with  this  group  cannot  be  effectively 
managed  without  a  peculiar  mix  of  intense  commitment  and  honest 
detachment.   To  work  with  a  group  this  seriously  disturbed,  disadvantaged 
and  vulnerable  and  not  to  recognize  the  chronicity  of  their  illness,  de- 
manding of  them  expectations  of  growth  and  improvement  and  significant 
change  may  be  unrealistic.   However,  to  become  overly  detached,  abandoning 
these  clients  as  hopeless  and  untreatable  and  ignoring  the  realistic  if 
limited  and  incremental  changes  that  can  be  effected  is  to  fall  victim  to 
despair.   Rather  a  peculiar  mixture  of  wamth,  natural  behavior  and  a  ready 
openess  to  accept  the  client  as  he"  is  must  be  coupled  with  the  ability  to 
set  limits,  to  refrain  from  adversive  or  malicious  anti-therapeutic  or 
exclusionary  interactions  and  to  maintain  a  longitudinal  relationship 
despite  disruption  and  frequent  rejection.   Like  the  systems  in  which  they 
work,  the  staff  must  be  capable,  willing,  tolerant,  flexible  and  able  to 
find  both  mean  in-  for  themselves  and  for  their  clients  in  their  work. 


REFERENCES 


Arce,    A. A.    (1981).      Statement   before    the   Senate  Committee   on  Appropriations. 

In   Senate  Hearings   Before    the   Committee   on  Appropriations:      Street   People 
no.    98-57.    (pp.    52-57).      Washington,    D.C. :    U.S.    Government   Printing  Office 

Arce,    A. A.,    Tadlock,    M. ,    Vergare,   M.J.    &   Shapiro,    S.    (1983).      A  Psychiatric 
Profile   of    Street   People  Admitted    to   an   Emergency    Shelter.      Hospital 
and   Community  Psychiatry,   _34_,pp.    812-817. 

Bachrach,    L.L.    Asylum  and   Chronic   Psychiatric  Patients,    (1984)      American    Journal 
of   Psychiatry    (in  press)  . 

Bachrach,   L.L.    (1978),    Continuity  of   Care   for  Chronic  Mental  Patients:      A  Con- 
ceptual Analysis.      American  Journal  of  Psychiatry   138,    pp.    1449-1456. 

Ball,    F.L.J.    (1982).      San   Francisco's  Homeless   Consumers   of   Psychiatric    Services: 
Demographic   Characteristics   and   Expressed   Needs.      Unpublished  Manuscript, 
San   Francisco   Community  Mental  Health   Services. 

Baxter,    E.    &   Hopper,    K.    (1982)    The  New  Mendicancy:      Homeless   in  New  York  City. 
American   Journal   of   Orthopsychiatry.      52(3):      393-408. 

Baxter,    E.    &   Hopper,    K.    (1981)    Private  Lives/Public   Spaces:      Homeless  Adults 
on  the   Streets  of   New  York  City.      Community   Service   Society,    Institute 
for   Social  Research.   New  York. 

Borris,    J.F.    (1978)      Issues   Critical    to    the   Survival   of   Community  Mental  Health. 
American  Journal   of   Psychiatry   135(9)    1029-1055. 

Chafetz,    L.    &   Goldfinger,    S.M.    (1984)      Residential   Instability   in   a   Psychiatric 
Emergency   Service;    Psychiatric    Quarterly     (In    Press) 

Chmiel,   A.J.,   Akhtar,    S.,    &  Morris,   J.    (1979).      The  Long  Distance  Psychiatric 

Patient    in   the   Emergency  Room:      Insights   Regarding  Travel   and  Mental   Illness. 
International   Journal   of   Social   Psychiatry,    25,    pp.    38-46. 

Dix,    D.L.     (1967).       Address    to    the    Massachusets    Legislature-Appeal    on 
Behalf    of     the    Insane    in    Massachusets.        In    G.E.     Goshen     (Ed.), 
Documentary    History    of    Psychiatry     (p.     502).        New    York: 
Philosophical    Library. 

DHHS,     DHUD.     (1983).        Department    of    Health    and    Human    Services; 
Department    of    Housing    &    Urban    Development,     1983.        "Report 
on    Federal    Efforts    to    Respond    to    the    Shelter    and    Basic 
Living    Needs    of    Chronically    Mentally    111    Individuals,     U.S. 
Senate,    Washington,    D.C. 

Farr,     K.     1982.        Skid    Row    Project.        Los    Angeles    Department    of    Public 
Health,     Unpublished    report. 

Goldberg,     M.      (1972).        The    Runaway    American.       Mental    Hygiene,     56 . 


Goldfinger,     S.     (1982)       "The    Borderline    Client."       In    J.     Gorton    and 

R.     Partridge     (Eds.),     The    Practice    and    Management    of    Psychiatric 
Emergencies.        New    York:       Mosby. 


REFERENCES 


Goldfinger,  S.M.,  Hopkin,  J.,  &  Surber ,  R.  (In  Press).   Treatment 
Resistors  or  System  Resistors:   Toward  a  Better  Service 
System  for  Acute  Care  Revidivists.   In  B.  Pepper  &  H. 
Ryglewicz  (Eds.),  Young  Adult  Chronics  Revisi ted , (Mew 
Directions  on  Mental  Health  Services ,  No.  )  S  a  n  Francisco: 
Jossey-Bass  . 

Haggstrom,  J.  (1974).   A  Review  of  the  Literature  on  Home lessness  . 
Unpublished  Manuscript,  Columbia  University,  Teachers  College. 

Jones,  R.E.   1983.   Street  People  and  Psychiatry:   An  Introduction. 
Hospital  and  Community  Psychiatry.   34(9):   807-811. 

Larew,  B.I.   1980.   Strange  Strangers:   Serving  Transients.   Social 
Casework.    (February):   107-113. 

Lamb,  H.R.  (1980)   "Therapist-Case  Manager:   More  than  Brokers  of 
Service."   Hospital  and  Community  Psychiatry,  31  (11). 


Lipton,  R.F.,  Sabatini,  A.,  &  Katz,  S.E.  (1983.)   Down  and  Out  in  the 
City:   The  Homeless  Mentally  111.   Hospital  and  Coramunitv 
Psychiatry.   34(9):   817-821.       ~ 

Minkoff  (1983)   Asylum  as  a  Clinical  Issue  for  Chronic  Mental  Patients 
Paper  presented  at  the  Institute  for  Hospital  and  Community 
Psychiatry.   Houston. 

Reich,  R.  and  Siegel,  L.   (1978.)  The  Emergence  of  the  Bowery  as  a 
Psychiatric  Dumping  Ground.   Psychiatric  Quarterly.   50(3). 

Rosenblatt,  A.   (1974).   Providing  Custodial  Care  for  Mental  Patients: 
Affirmative  View.   Published,  Psychiatric  Quarterly.  Vol.  48. 
pp.  14-25. 

Schwartz,  R.S.,  Goldfinger,  S.M.  (1981)   "The  New  Chronic  Patient: 
Clinical  Characteristics  of  an  Emerging  Subgroup."   Hospital 
and  Community  Psychiatry,  32  470-474. 

Schwartz,  S.,  Goldfinger,  S.,  Ratener,  M.  (1979)   "The  Vouns  Adult 

Chronic  Patient  and  the  Care  System:  Fragmentation  Prototypes." 
In  D.L.  Cutler  (Ed.),  New  Directions  for  Mental  Health  Services, 
no.  19.   San  Francisco:   Jossey-Bass,  1979 


Segal,  S.P.  and  Baumohl,  J.   1980.   Engaging  the  Disengaged:   Proposal 
on  Madness  and  Vagrancy.   Social  Work.   25(5):   358-365. 


REFERENCES 


Segal,  S.P.,  Baumohl,  J.,  and  Johnson,  E.   1977.   Falling  Through 
the  Cracks:   Mental  Disorder  and  Social  Margin  in  a  Young 
Vagrant  Population.   Social  Problems.   24:   387-400. 

Slater,  P.  (1970).   The  Pursuit  of  Loneliness:   American  Culture  at 
the  Breaking  Point.   Boston:   Beacon  Press,  p.  13. 

Spitzer,  R.L.  &  Endicott,  J.  (1972).   What:   Another  Psychiatric 
Rating  Scale?   The  Patient  Evaluation  Form.   Journal  of 
Nervous  and  Mental  Diseases.   154,  pp.  88-104. 

Spitzer,  R.  Cohen,  G.,  and  Endicott,  J.   1970.   The  Psychiatric 
Status  of  100  Men  on  Skid  Row.   International  Journal  of 
Social  Psychiatry.   15:   230-234. 


Surber,  R.,  Goldfinger,  S.,  Lewitter,  S.,  Monteleone,  M. ,  Palm,  J., 
Rossi,  A.  &  Winkler,  E..   (1982).   Unpublished  date  on  'High 
User'  Patients.   San  Francisco  General  Hospital,  Department 
of  Psychiatry. 

Talbott,  J. A.  (1980)   "Medical  Education  and  the  Chronic  Mentally  111 
Paper  presented  at  the  annual  meeting  of  the  American       ' 
Psychiatric  Association. 


Travelers  Aid  Society  of  San  Francisco.   19/S.   The  lransienc 

Mentally  Disabled:   A  New  Challenge  to  Travelers  Aid  Services. 
(Mimeographed) . 


Turner,  J.E.C.,  and  Shifren,  I.  (1979) 
How  Comprehensive?"   In  L.I.  Stein 

Systems  for  the  Long-Term  Patient, 


"Community  Support  Systems 
(Ed),  Community  Support 
New  Directions  for  Mental 


Health  Services,  no.  2.   San  Francisco:   Jossey-Bass 


Witheridge,  T.F.  &  Dincin,  J.  (1981)   The  Bridge:   An  Assertive 
Home-Visiting  Program  for  the  Most  Frequent  Psychiatric 
Recidivists.   Unpublished  summary  of  the  Final  Report  to 
the  National  Institute  of  Mental  Health,  Hospital  Improvement 
program.   Illinois:   Department  of  Mental  Health  and  Develop- 
mental Disabilities. 


Appendix  10.2 


TRAUMA 


John  T.  Kelly,  M.D. ,  Ph.D. 

Medical  Director,  Medically  Indigent  Adult  Program, 

San  Francisco  Department  of  Public  Health; 

Medical  Director,  Central  Emergency, 

San  Francisco  General  Hospital; 

Assistant  Clinical  Professor  of  Familv  and  Community 

Medicine,  University  of  California,  San  Francisco 


Prepublication  Draft  of  Chapter  in 


P.  W.  Brickner,  T.  Filardo,  M.  Iseman, 
et  al:  Medical  Aspects  of  Homelessness 

(in  press) . 


Trauma  is  one  of  the  leading  causes  of  death  and  disability 
among  the  homeless.   Without  safe  refuge,  the  homeless  are  vulnerable 
to  criminal  acts  such  as  assault,  robbery,  and  rape.   With  faculties 
impaired  by  alcohol  and  mental  illness,  they  are  particularly  susceptible 
to  injuries.   Once  injured,  they  may  lack  access  to  adequate  medical 
care.   Their  recovery  may  be  hampered  by  malnutrition,  exposure,  or 
inadequate  follow-up  care. 

Relatively  little  is  known  about  what  kinds  of  injuries  the 
homeless  suffer.   A  Stockholm  study  of  mortality  among  6032  homeless 
men  documented  a  high  incidence  of  death  in  the  homeless  population  due 
to  accidents  and  violence.   Of  327  homeless  men  who  died  during  a  three 
year  period,  almost  20%  died  as  a  result  of  trauma  such  as  falls, 
accidents,  poisoning,  drowning,  and  murder.   The  incidence  of  death 
in  the  homeless  population  due  to  trauma  was  twelve  times  that  expected 
for  age-matched  controls.   (Alstrom,  1975).   A  study  of  227  homeless 
chronic  alcoholics  in  Toronto  revealed  a  remarkably  high  incidence  of 
fractures  in  this  population:   30.4%  had  previous  limb  fractures,  18.9% 
had  previous  rib  fractures,  and  14.1%  had  previous  skull  fractures. 
(Olin,  1966) . 

Other  indigents,  such  as  single  room  occupancy  (SRO)  hotel  residents, 
of  whom  many  are  intermittently  homeless,  are  also  at  great  risk  for 
trauma.   In  a  clinic  in  a  large  welfare  hotel  in  New  York  City,  trauma 
was  the  presenting  complaint  of  almost  20%  of  the  patients.   Of  the 
injuries  treated,  accidents  accounted  for  52%,  assaults  accounted  for 
41%,  and  burns  accounted  for  the  remainder  (Brickner,  1972). 


Evaluation  of  the  treatment  of  trauma  among  the  homeless  raises 
a  complex  array  of  medical  issues.   What  services  are  available  for 
treating  major  and  minor  trauma  and  for  providing  follow-up  care? 
How  accessible  are  these  services  to  the  homeless?  Are  these  services 
able  to  meet  the  needs  and  accommodate  the  lifestyles  of  the  homeless? 

This  chapter  will  describe  trauma  and  trauma  care  among  the  home- 
less by  using  the  experience  in  San  Francisco  as  a  case  study.   This 
chapter  will  describe  the  types  of  trauma  to  which  the  homeless  in 
San  Francisco  are  subjected,  the  facilities  at  which  homeless  trauma 
victims  receive  medical  care,  and  the  major  problems  encountered  in 
providing  trauma  care  to  the  homeless  in  San  Francisco.   Then,  using 
the  experience  in  San  Francisco  as  a  foundation,  this  chapter  will 
discuss  general  principles  and  common  problems  in  the  care  of  homeless 
trauma  victims. 


The  system  for  the  treatment  of  homeless  trauma  victims  in  San 
Francisco  is  largely  defined  by  the  institutions,  geography,  and 
population  of  the  city.   San  Francisco,  the  14th  largest  city  in  the 
United  States,  has  a  population  of  705,408  and  occupies  46.4  square 
miles,  a  relatively  small  area.   There  is  one  regional  trauma  center, 
a  single  publicly  operated  free-standing  emergency  center,  one  facility 
for  treating  victims  of  sexual  assault,  and  a  coordinated  shelter  system 
for  the  homeless. 
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13.7%  of  the  population  of  San  Francisco  lives  below  the  poverty 
line,  according  to  the  1980  United  States  Census.   During  1983,  over 
96,000  individuals  in  San  Francisco  received  General  Assistance 
("Welfare").   More  than  10,000  individuals  were  homeless  at  some  time 
during  1983.   On  any  given  day  during  1983,  at  least  2000  to  2500  people 
were  homeless,  based  on  the  number  ot  clients  who  utilize  the  City's 
emergency  shelters  and  estimates  of  shelterless  persons  who  have  opted 
not  to  use  the  shelters. 

The  homeless  who  use  the  emergency  shelters  in  San  Francisco 
constitute  a  largely  male,  single, transient  population.   Surveys  are 
conducted  monthly  of  the  entire  population  in  the  shelters.   78%  are 
male,  22%  are  female.   Ages  range  from  18  to  80,  with  a  median  age  of 
31.4.   52%  are  White,  28%  Black, 11%  Hispanic,  3%  American  Indian,  and 
2%  Asian.   33%  have  been  in  San  Francisco  less  than  3  months,  11% 
from  4  to  6  months,  6%  from  7  to  11  months,  10%  from  12  to  24  months, 
and  38%  more  than  2  years.   Of  those  who  have  lived  in  San  Francisco 
less  than  12  months,  42%  were  from  California,  37%  were  from  Western 
and  Midwestern  states,  18%  were  from  Eastern  states,  and  4%  were  from 
Southern  states.   69%  are  single,  18%  divorced  or  separated,  7%  married, 
and  4%  widowed.   These  statistics  indicate  that  the  homeless  population 
in  San  Francisco  is  similar  to  the  homeless  populations  that  have  been 
described  in  other  cities  such  as  New  York,  Philadelphia,  Washington, 
and  Los  Angeles.   (Baxter,  1981;  Arce,  1983;  Ropers,  1984). 

The  homeless  in  the  emergency  shelters  in  San  Francisco  have  a 
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high  incidence  of  alcohol  and  drug  abuse,  mental  illness,  and  dis- 
ability.  In  interviews  of  170  of  the  shelter  residents  conducted 
in  March,  1984,  57.6%  reported  a  history  of  alcohol  or  drug  abuse, 
and  34.7%  reported  previous  psychiatric  hospitalization.   In  self- 
responded  questionnaries  completed  by  over  200  shelter  residents  in 
March,  1984,  29%  reported  that  they  were  disabled,  with  the  majority 
being  permanently  disabled.   The  homeless  are  extremely  heavy  users 
of  medical  services.   58.2%  reported  that  they  had  used  emergency 
services  during  the  previous  twelve  months,  and  22.9%  reported  that 
had  been  hospitalized  during  the  previous  year. 


In  San  Francisco,  according  to  City  policy,  all  major  trauma 
victims  are  treated  at  San  Francisco  General  Hospital,  a  600  bed 
acute  care  hospital,  which  is  the  regional  trauma  center.   Minor 
trauma  victims  who  are  indigent  receive  services  at  San  Francisco 
General  Hospital  or  at  Central  Emergency,  a  free-standing  emergency 
facility  operated  by  the  Department  of  Public  Health  and  located  in 
close  proximity  to  the  Tenderloin  area  in  which  most  of  the  homeless 
live. 

To  identify  the  types  of  trauma  to  which  the  homeless  in  San 
Francisco  are  subjected  the  medical  records  were  reviewed  at  San  Francisco 
General  Hospital  and  Central  Emergency.   Patients  whose  address  was 
identified  as  "streets",  "transient",  or  "no  local  address"  were 
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considered  homeless  and  formed  the  basis  of  this  study.   This  method 
underestimates  the  actual  numbers  of  homeless  because  it  excludes 
patients  who  were  homeless  but  who  gave  addresses  of  shelters,  former 
residences,  or  mailing  addresses. 

The  record  of  all  patients  admitted  to  San  Francisco  General 
Hospital  from  January  1,  1983  to  March  31,  1983  were  reviewed.   340 
(7.7%)  of  the  4436  patients  admitted  during  this  period  were  identified 
as  homeless.   Of  the  homeless  patients,  52  (15.3%)  were  major  trauma 
victims.   34  other  homeless  patients  (10%)  were  admitted  because  of 
cellulitis.   Although  the  etiology  of  cellulitis  was  not  known  in  all 
of  these  cases,  many  were  due  to  trauma.   Thus,  trauma  and  trauma- 
related  problems  accounted  for  approximately  one  quarter  of  all 
admissions  of  homeless  patients  to  San  Francisco  General  Hospital. 

One  of  the  alarming  statistics  regarding  trauma  among  the  home- 
less is  the  incidence  of  repeat  trauma  and  repeat  hospitalization. 
Of  the  homeless  admitted  to  San  Francisco  General  Hospital  for  major 
trauma  during  the  three-month  period  studied,  47%  had  prior  or  sub- 
sequent hospitalizations  at  San  Francisco  General  Hospital.   Of  these 
patients,  over  half  had  been  hospitalized  for  another  episode  of  major 
trauma.   6%  of  the  homeless  major  trauma  victims  admitted  to  San 
Francisco  General  Hospital  during  the  three-month  period  studied  were 
admitted  again  for  a  second  episode  of  trauma  during  the  period  studied. 

The  records  of  all  patients  at  Central  Emergency  from  January  1, 


-  5  - 


1983  to  June  30,  1983  were  reviewed  using  the  same  criteria.  Of  the 
524  homeless  patients  who  were  treated  during  this  period,  156  (30%) 
presented  because  of  trauma.  Most  of  these  patients  were  victims  of 
minor  trauma. 

The  homeless  major  and  minor  trauma  victims  included  men  and  women 
of  all  ages,  but  were  typically  males  from  20  to  39  years  of  age 
(Tables  1  and  2).   They  suffered  a  great  variety  of  severe  injuries, 
including  stab  wounds,  fractures,  head  trauma,  blunt  trauma,  multisystem 
trauma,  gunshots,  suicide  attempts,  and  burns.   Injuries  included 
complex  facial  fractures,  hip  fractures,  pneumothoraces ,  and  lacerations 
of  the  neck,  chest,  liver,  large  and  small  bowel,  and  tendons  of  the 
hands.   Stab  wounds  and  fractures  predominated  and  accounted  for  6  5%  of 
the  major  trauma  injuries  (Table  3). 

The  homeless  also  suffered  a  great  variety  of  less  severe  injuries, 
including  lacerations,  bruises,  contusions,  bites,  minor  burns,  simple 
fractures,  sprains,  and  post-traumatic  complications  such  as  wound 
infections.   Injuries  included  lacerations  of  the  scalp,  face,  lips, 
arms,  wrists,  legs,  and  feet,  and  fractures  of  the  nose,  arms,  and  legs. 
Wounds  predominated  and  accounted  for  61.6%  of  the  injuries  attribut- 
able to  minor  trauma  (Table  4). 

At  Central  Qnergency,  85%  of  the  homeless  patients  with  lacerations 
for  which  the  interval  from  time  of  injury  to  time  of  presentation  was 
documented  presented  within  six  hours  of  injury.   As  a  result,  lacera- 
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tions  could  be  cleaned  and  sutured,  and  the  risks  of  infection  could 
be  reduced. 

The  impact  of  trauma  on  the  homeless  is  better  illustrated  by 
consideration  of  specific  examples  of  major  and  minor  trauma.   A  46 
year  old  homeless  male  diabetic  who  slept  in  dumpsters  suffered  multiple 
rib  fractures  when  he  was  crushed  after  a  garbage  truck  emptied  the 
dumpster  into  its  compactor.   A  35  year  old  homeless  female  alcoholic 
sustained  a  skull  fracture  when  she  was  brutally  beaten  and  raped  by 
four  men  in  a  deserted  building  where  she  was  sleeping. 

Many  of  the  homeless  major  trauma  victims  had  extended  hospitali- 
zations and  suffered  extended  disabilities.   Often  their  marginal 
living  conditions  were  directly  responsible  for  the  complications  that 
they  suffered.   For  example,  a  33  year  old  male  stabbed  in  the  abdomen 
had  a  hospital  course  complicated  by  a  bowel  obstruction  that  necessi- 
tated additional  surgery.   After  his  discharge,  he  returned  to  the 
streets  and  his  incision  became  infected  and  dehisced.   As  a  result, 
he  required  subsequent  hospitalization.   Another  homeless  victim,  a 
chronic  alcoholic  who  had  a  skull  fracture,  developed  chronic  cerebro- 
spinal fluid  otorrhea  and  had  recurrent  bouts  of  meningitis. 

Others  developed  permanent  and  severely  crippling  disabilities. 
A  33  year  old  homeless  male  became  paraplegic  from  a  burst  fracture 
of  L.  sustained  when  a  wall  feel  on  him  at  a  construction  site  where 
he  slept.   A  45  year  old  homeless  head  trauma  victim  developed  a 
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permanent  hemiparesis. 

Many  of  the  homeless  minor  trauma  victims  were  injured  during 
assaults.   A  44  year  old  male  alcoholic  sustained  multiple  deep  facial 
lacerations  during  an  altercation  in  which  he  was  attacked  with  a  broken 
bottle.   Others  were  injured  as  a  result  of  accidents.   A  34  year  old 
alcoholic  fell  down  a  flight  of  stairs  and  lacerated  his  chin.   The 
most  frequent  complication  of  these  injuries  was  infection.   Some  were 
injured  as  a  result  of  self-inflicted  injuries.   A  33  year  old  home- 
less male  slashed  his  wrists  during  a  suicide  attempt;  several  weeks 
later  he  lacerated  his  wrists  again  in  another  suicide  gesture. 


A  special  type  of  trauma  to  which  the  homeless  are  especially 
vulnerable  is  sexual  assault.   To  identify  the  incidence  of  sexual 
assault  among  the  homeless,  the  records  of  all  patients  treated  at  the 
Sexual  Trauma  Service  (STS)  from  January  1,  1983  through  September  30, 
1983  were  reviewed.   STS,  which  is  operated  by  the  Department  of  Public 
Health, is  the  facility  at  which  all  adult  victims  of  sexual  assault  in 
San  Francisco  are  treated.   STS  is  located  at  Central  Qnergency  and 
is  convenient  to  the  area  in  which  the  homeless  live. 

Thirty-four  patients,  over  9%  of  the  sexual  assault  victims 
treated  at  STS  during  the  nine-month  period  studied,  were  homeless. 
As  the  homeless  comprise  less  than  0.4%  of  the  population  of  San 
Francisco,  the  incidence  of  treated  sexual  assault  among  the  homeless 


is  more  than  twenty  times  as  great  as  that  for  the  rest  of  the  population. 

Although  women  comprise  only  22%  of  the  homeless  population,  they 
accounted  for  over  76%  of  the  homeless  sexual  assault  victims.   Most  of 
the  victims  were  from  twenty  to  thirty-nine  years  old  (Table  5) .   They 
were  subjected  to  a  wide  range  of  assaults:   29%  were  vaginal,  15%  were 
rectal,  3%  were  oral,  and  41%  were  multiple-orifice.   12%  of  the  assaults 
were  attempts  only.   Half  of  the  victims  had  injuries,  ranging  from 
minor  trauma  such  as  sprains  and  abrasions  to  major  trauma  such  as  skull 
fractures.   All  of  the  victims  experienced  some  degree  of  psychological 
trauma. 

At  STS  84%  of  the  homeless  sexual  assault  victims  for  whom  the 
interval  between  time  of  assault  and  time  of  presentation  is  known 
presented  within  twenty-four  hours  of  the  assault.   Consequently,  injuries 
could  be  evaluated  promptly,  prophylaxis  against  venereal  disease  and 
unwanted  pregnancy  could  be  provided,  and  safe  shelter  could  be  arranged. 

The  incidence  of  repeat  sexual  assault  among  the  homeless  is  also 
alarming.   12%  of  the  homeless  sexual  assault  victims  during  the  nine- 
month  period  studied  had  been  treated  previously  at  STS  for  one  or  more 
prior  sexual  assaults.   One  patient  was  sexually  assaulted  twice  during 
the  period  studied. 
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The  medical  system  that  provides  trauma  care  to  the  homeless 
in  San  Francisco  is  complex  and  presents  many  obstacles  for  patients. 
San  Francisco  General  Hospital  is  located  approximately  two  miles  from 
the  downtown  area  where  the  food  and  shelter  programs  for  the  homeless 
operate  and  where  the  homeless  spend  most  of  their  time.   Although  this 
geographic  separation  is  of  relatively  little  consequence  to  the 
victims  of  major  trauma,  because  they  are  usually  transported  by 
ambulance,  minor  trauma  victims  must  walk  or  have  money  to  pay  for  bus 
transportation  in  order  to  receive  care  at  San  Francisco  General  Hospital 
Whereas  major  trauma  victims      treated  immediately  at  San  Francisco 
General  Hospital,  minor  trauma  victims  often  must  wait  up  to  eight 
hours  for  treatment  in  the  Emergency  Department. 

Follow-up  care  is  problematic  once  patients  are  discharged  from 
the  hospital  or  the  Emergency  Department.   Clinic  appointments  at  San 
Francisco  General  Hospital  are  severely  limited  because  of  space  limi- 
tations and  fiscal  constraints.   Waits  of  several  weeks  or  more  are 
common  for  appointments  to  surgery  and  orthopedic  clinics.   The  out- 
patient clinics  are  located  at  the  hospital,  which  is  inconvenient  for 
most  of  the  homeless.   Transportation  to  clinic  appointments  is  un- 
available.  To  attend  a  clinic  often  causes  an  impoverished  patient  to 
miss  eating  that  day  because  there  are  no  food  programs  near  the  hospital, 
Patients  who  present  to  the  Emergency  Department  for  follow-up  care 
often  must  wait  many  hours  to  receive  a  wound  check  or  have  a  dressing 
changed. 
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Central  Emergency  is  more  accessible  to  patients,  because  it  is 
located  near  where  they  live.   Central  Emergency  is  open  around-the- 
clock  and  treatment  is  available  on  a  drop-in  basis,  without  appoint- 
ment.  Waiting  times  are  usually  less  than  fifteen  minutes.   Central 
Emergency  is  excellent  for  wound  checks  and  dressing  changes.   However, 
the  staff  at  Central  Emergency  do  not  have  access  to  patient  records  at 
San  Francisco  General  Hospital,  nor  is  there  radiographic  or  laboratory 
capability. 

Another  facility  available  to  the  homeless  is  St.  Anthony's  Clinic, 
a  free  clinic  located  adjacent  to  St.  Anthony's  Dining  Room,  which 
feeds  two  thousand  to  twenty-five  hundred  homeless  people  daily.   St. 
Anthony's  Clinic  is  accessible  to  the  homeless  and  is  available  to 
provide  wound  checks  and  dressing  changes  as  well  as  general  medical 
care.   However,  the  Clinic  is  only  open  weekday  mornings  and,  be- 
cause of  staff  and  space  limitations,  many  patients  are  turned  away 
daily. 


A  complex  variety  of  support  programs  for  the  homeless  in  San 
Francisco  play  an  important  role  in  the  delivery  of  services  to  home- 
less victims.   The  most  important  program  is  the  Emergency  Shelter 
System,  which  was  established  in  1982.   This  System,  which  is  super- 
vised cooperatively  by  the  Mayor's  Office  and  the  Department  of 
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Social  Services,  is  an  elaborate  system  consisting  of  approximately 
800  beds  in  residential  hotels  and  approximately  400  cots  at  the 
Salvation  Army,  St.  Vincent  de  Paul  Society,  Hospitality  House,  and 
the  Episcopal  Sanctuary. 

Everyone  who  requests  shelter  is  provided  with  shelter  through 
the  Emergency  Shelter  System.   The  hotel  rooms  are  given  preferentially 
to  people  with  serious  medical  conditions  and  to  families  with  children. 
Recuperating  homeless  trauma  victims,  including  those  discharged  from 
San  Francisco  General  Hospital  and  those  treated  as  outpatients  at  San 
Francisco  General  Hospital  and  Central  Emergency,  are  provided  with 
clean  and  safe  quarters.   The  availability  of  shower  and  bathroom 
facilities  are  especially  helpful  for  victims  with  wounds. 

The  staffs  at  the  shelters  play  important  supporting  roles  in 
the  delivery  of  medical  services.   The  staff  members,  who  are  generally 
former  homeless  persons,  have  been  instructed  by  representatives  of 
the  Department  of  Public  Health  how  to  summon  emergency  aid  and  how 
to  care  for  a  patient  until  an  ambulance  arrives.   The  staffs  at  the 
shelters  have  also  been  taught  how  to  recognize  minor  trauma  as  well 
as  other  emergencies  that  may  not  be  life-threatening  but  which  require 
medical  care. 

The  shelters  have  medical  supplies  including  basins,  wound- 
cleaning  solutions,  antibiotic  ointments  and  dressings.   With  these 
supplies  the  shelter  staffs  administer  first  aid  and  assist  patients 
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in  providing  follow-up  wound  care. 

The  shelter  staffs  are  assisted  by  student  nurses  who  work 
several  nights  each  week  at  each  of  the  shelters.   The  student  nurses 
provide  first  aid  and  follow-up  wound  care,  help  patients  and  staff 
identify  what  treatment  injuries  require,  and  refer  patients  to  appro- 
priate facilities. 

This  comprehensive  and  cooperative  program  of  support  services 
for  the  homeless  has  heightened  understanding  of  the  importance  of 
proper  initial  and  adequate  follow-up  care  of  trauma,  has  improved 
referral  patterns,  and  facilitates  recuperation  of  the  homeless  trauma 
victim. 

The  shelter  program  has  been  cost-effective  as  well  as  humanitarian, 
It  costs  less  to  shelter  one  hundred  people  nightly  in  a  hotel  or  shelter 
than  to  care  for  one  patient  for  one  day  on  the  trauma  service  at  San 
Francisco  General  Hospital.   Because  of  the  availability  of  safe  faci- 
lities in  which  patients  can  recuperate,  trauma  victims  can  be  dis- 
charged earlier  from  San  Francisco  General  Hospital.   Recuperating 
patients  in  the  shelters  develop  fewer  complications  such  as  wound  in- 
fections and  cellulitis  than  do  patients  discharged  to  the  streets. 
Patients  who  do  develop  complications  are  usually  referred  for  care 
earlier  than  those  who  live  on  the  streets. 
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The  system  for  the  treatment  of  homeless  trauma  victims  in  San 
Francisco  is  likely  unique.   Nevertheless,  the  problems  of  homeless 
trauma  victims  in  San  Francisco  are  the  same  as  those  in  other  cities. 
Thus,  despite  whatever  peculiarities  might  exist  in  the  institutions  of 
San  Francisco,  the  general  principles  that  can  be  identified  regarding 
the  treatment  of  trauma  among  the  homeless  in  San  Francisco  are  appli- 
cable to  other  locales.   The  following  sections  will  describe  some 
general  principles  for  providing  trauma  care  to  the  homeless. 


The  management  of  trauma  among  the  homeless  is  a  complex,  multi- 
faceted  problem.   Prehospital  care,  emergency  services,  inpatient  care, 
and  outpatient  follow-up  are  each  important  components  of  the  treatment 
of  trauma. 

In  all  major  trauma,  successful  treatment  requires  initiation  of 
definitive  treatment  within  minutes.   The  gravity  of  the  problem  must 
be  identified  by  the  victim  or  those  with  him.   Emergency  help  must  be 
sought,  usually  by  calling  for  an  ambulance.   Ambulance  dispatchers 
must  understand  the  severity  of  the  situation.   An  ambulance  must 
respond  rapidly  to  the  scene.   Paramedics  must  correctly  identify  the 
severity  of  the  victim's  condition.   They  must  initiate  life-saving 
measures  and  they  must  transport  the  victim  in  rapid  fashion  to  the 
appropriate  facility. 

In  dramatic  injuries  among  the  homeless,  such  as  stabbings  or 
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shootings,  this  complex  sequence  of  interventions  often  occurs  success- 
fully. However,  the  homeless  are  also  victims  of  less  dramatic  but 
nonetheless  major  injuries,  such  as  closed  head  trauma.   Observers 
might  incorrectly  assume  that  an  unconscious  transient  on  a  curb  or  at 
the  bottom  of  a  flight  of  stairs  is  intoxicated  although  he  may  in  fact 
have  sustained  major  injuries.   Even  if  injuries  are  recognized,  the 
homeless  often  lack  ready  access  to  telephones  to  summon  help  in  a  timely 
manner.   Ambulance  dispatchers,  often  inundated  with  calls  from  "skid 
row",  may  fail  to  dispatch  an  ambulance  promptly.   Paramedics  at  the 
scene  might  attribute  a  homeless  victim's  condition  to  alcohol  or  drugs 
rather  than  to  injuries.   Other  homeless  trauma  victims,  such  as  those 
who  are  "loners"  or  who  live  in  deserted  buildings,  might  not  be  dis- 
covered until  long  after  they  have  sustained  injuries. 

When  a  homeless  major  trauma  victim  arrives  in  the  emergency 
department,  the  initial  treatment  should  be  identical  to  that  for  any 
other  patient.   The  principal  features  of  the  treatment  of  major  trauma 
include  evaluation  of  respiratory  and  circulatory  status,  obtaining  a 
relevant  history,  thorough  physical  examination  including  careful 
evaluation  of  mental  status,  and  introduction  of  life-saving  measures 
such  as  endotracheal  intubation  and  fluid  resuscitation. 

A  fundamental  principle  that  cannot  be  violated  is  the  importance 
of  fully  evaluating  patients.   Victims  must  be  recognized  as  homeless. 
All  injuries  must  be  identifed.   Complicating  conditions  common  among 
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the  homeless,  such  as  hypothermia  or  metabolic  disorders,  must  be  re- 
cognized.  Of  special  concern  are  alterations  in  states  of  consciousness, 
which  are  exceedingly  common  among  patients  who  are  alcoholics  or  drug 
abusers  or  who  are  mentally  disturbed.   Whereas  alcohol,  drugs,  or  mental 
illness  may  be  responsible  for  alterations  in  mental  status,  head  in- 
juries may  likewise  be  responsible.   Homeless  patients,  especially  those 
with  other  injuries,  must  be  carefully  evaluated  for  possible  head 
injuries.   Patients  who  are  infested,  disorderly,  paranoid,  or  uncoop- 
erative must  likewise  be  fully  evaluated,  even  if  treating  such  patients 
may  be  difficult  or  unpleasant. 

After  initial  treatment,  all  major  trauma  victims,  especially 
those  with  severe  multisystem  injuries,  prolonged  hypotension,  or  pre- 
existing cardiovascular  or  respiratory  disease,  remain  at  considerable 
risk.   Post-operative  complications  are  common,  and  include  hemorrhage, 
shock,  sepsis,  respiratory  failure,  pulmonary  embolism,  renal  failure, 
myocardial  infarction,  and  death. 

While  it  is  appropriate  in  the  early  management  of  major  trauma 
to  focus  on  acute  treatable  problems,  in  the  recovery  phase  is  essential 
to  consider  conditions  such  as  homelessness ,  alcoholism,  drug  abuse, 
and  mental  illness  that  might  interfere  with  recovery  or  necessitate 
changes  in  treatment  plans.  Many  complicated  management  issues  must 
be  addressed.  Does  the  patient's  homelessness  necessitate  admission 
although  his  injury  could  be  treated  as  an  outpatient?  Does  the  patient 
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have  medical  conditions  such  as  cirrhosis  or  tuberculosis  that  might 
complicate  treatment  or  recovery?  Does  the  patient  require  a  longer 
than  usual  hospitalization  because  he  is  homeless?  Does  the  patient 
insist  on  leaving  the  hospital  before  appropriate  treatment  is  completed? 


In  minor  trauma,  injuries  are  usually  not  life-threatening. 
Nevertheless,  significant  suffering  and  even  permanent  disability  can 
occur  if  minor  trauma  is  not  treated  appropriately.  Essential  requirements  for 
successful  treatment  are    that  a  victim  recognizes  that  he  is  injured, 
understands  that  medical  care  is  required,  knows  where  to  get  treatment, 
and  presents  at  an  appropriate  facility. 

Homeless  persons  who  are  intoxicated  or  mentally  ill  might  not 
recognize  that  they  are  injured  or  might  not  present  for  care  in  a 
timely  manner.   Transients  may  not  know  where  to  receive  medical  care. 
At  Central  Emergency,  15%  of  the  homeless  patients  with  lacerations 
for  which  the  interval  from  time  of  injury  to  time  of  presentation 
was  documented  presented  more  than  six  hours  after  the  time  of  injury, 
and  two-thirds  of  these  presented  more  than  twenty-four  hours  after 
the  time  of  injury.   Most  of  those  who  delayed  presentation  had  signs 
of  infection  when  they  presented. 

Once  victims  of  minor  trauma  seek  medical  care,  they  must  be 
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willing  to  wait  until  they  have  been  evaluated  and  treated.   Minor 
trauma  is  often  accorded  low  priority  in  busy  emergency  departments. 
As  a  result,  many  of  the  homeless  leave  before  treatment  is  provided. 
Others  do  not  even  seek  treatment  because  they  are  aware  of  the  long 
waiting  times. 

The  general  principles  for  treating  minor  trauma  are  the  same 
as  those  utilized  in  treating  major  trauma:   obtaining  a  relevant 
history,  thorough  physical  examination,  identifying  all  injuries,  and 
providing  appropriate  treatment 

Wound  care  is  of  paramount  concern  among  homeless  trauma  victims 
because  of  the  high  incidence  of  stab  wounds,  lacerations,  bites,  and 
burns.   General  principles  of  initial  wound  care  include  removal  of 
dirty  clothing;  thorough  assessment  of  type  of  injury,  extent  of  tissue 
damage,  and  presence  of  foreign  bodies  or  other  contamination;  careful 
preparation  of  the  wound,  including  mechanical  cleansing  and  debride- 
ment of  contaminated  or  devitalized  tissue;  proper  closure  of  the 
wound;  protection  of  the  wound  with  sterile  dressings  and  splints;  and 
instruction  to  the  patient  of  the  rules  of  wound  care  and  the  signs  of 
infection.   (Committee  on  Trauma,  1982)   The  general  condition  of  the 
patient  is  likewise  important  to  assess,  because  of  its  impact  on 
healing . 

The  issue  of  prophylactic  antibiotic  therapy  as  an  adjunct  to 
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wound  care  merits  special  consideration.   Prophylaxis  is  clearly  in- 
dicated when  treatment  has  been  delayed  and  in  wounds  that  are  highly 
susceptible  to  infection,  such  as  bites.   Antibiotics  are  also  in- 
dicated in  patients  with  debilitating  conditions  such  as  diabetes. 
Patients  who  are  alcoholic  or  severely  malnourished  may  also  benefit 
from  prophylactic  antibiotics.   Homeless  patients  often  fail  to  fill 
prescriptions,  frequently  lose  their  medications,  and  regularly  neglect 
to  take  antibiotics.   It  is  preferable  to  provide  medications  directly 
to  patients  rather  than  to  expect  patients  to  have  prescriptions  filled. 
Many  patients  lack  resources  to  purchase  even  inexpensive  medications. 
It  is  essential  to  inform  patients  of  the  value  of  prophylactic  anti- 
biotics and  the  potential  risks  if  they  fail  to  take  such  medication. 
It  may  be  valuable  to  have  patients  return  daily     to  monitor  anti- 
biotic use  as  well  as  to  check  wounds  and  change  dressings. 

Tetanus  prophylaxis  is  an  important  aspect  of  wound  care.   The 
principles  of  tetanus  prophylaxis  and  the  indications  for  tetanus  toxoid 
and  human  tetanus  immune  globulin  are  well  established.   Among  homeless 
trauma  victims,  immunization  records  are  generally  unavailable  and 
histories  of  immunization  status  are  often  unreliable.   Careful  con- 
sideration should  be  given  to  the  use  of  tetanus  toxoid.   In  patients 
with  tetanus  prone  wounds  such  as  contaminated  lacerations  special 
consideration  should  be  given  to  the  use  of  human  tetanus  immune  globulin, 

The  management  of  homeless  sexual  assault  victims  is  a  complex 
process  that  involves  evaluation  and  treatment  of  physical  injuries, 
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assessment  of  risk  of  venereal  disease  and  pregnancy,  evaluation  of 
psychological  response,  and  collection  of  legal  evidence.   It  is  pre- 
ferable to  provide  prophylaxis  against  venereal  disease  and  unwanted 
pregnancy  on  the  initial  visit  rather  than  to  wait  for  the  return 
of  test  results,  as  it  may  be  impossible  to  contact  victims  who  are 
homeless  and  homeless  sexual  assault  victims  rarely  return  for  follow- 
up.   Despite  diligent  efforts  by  the  social  workers  at  STS,  who  were  able 
to  contact  over  half  of  the  homeless  sexual  assault  victims,  less  than 
9%  returned  to  STS  for  follow-up.   It  is  essential  that  a  victim's 
homelessness  is  identified  and  safe  shelter  arranged  so  that  the  victim 
does  not  return  to  the  environment  in  which  the  assault  occurred. 


After  initial  care  has  been  provided,  follow-up  care  for  homeless 
trauma  victims  is  especially  important  because  their  living  circums- 
tances place  them  at  great  risk  for  complications  such  as  wound  in- 
fections and  delayed  healing.   Patients  who  sleep  outdoors  and  lack 
shower  facilities  and  changes  of  clothing  are  rarely  able  to  keep  their 
wounds  and  dressings  clean  and  their  casts  intact.   Standard  practices, 
such  as  weekly  wound  checks  or  biweekly  cast  checks,  must  be  altered 
for  the  homeless.   Wounds  should  be  checked  and  dressings  changed  daily 
or  every  other  day.   Casts  should  be  evaluated  frequently. 

The  homeless  generally  present  infrequently  if  at  all  for  follow- 
up  care.   Hospital  clinics,  with  limited  hours  and  tightly  scheduled 
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appointments  that  are  often  overbooked,  are  often  not  well  suited  to 
accommodate  the  lifestyles  of  the  homeless.   Emergency  departments 
generally  give  low  priority  to  follow-up  care  and  often  require  non- 
acute  patients  to  wait  hours  before  receiving  care. 

At  Central  Emergency,  only  21.4%  of  the  homeless  patients  with 
lacerations  that  were  not  infected  at  the  time  of  initial  presentation 
returned  for  follow-up  wound  care.   Of  the  patients  with  infected  lacera- 
tions, only  28.6%  returned  for  follow-up.   With  such  poor  follow-up, 
wound  infections,  prolonged  disabilities,  and  other  complications,  which 
often  necessitate  lengthy  hospitalizations,  are  commonplace. 

In  planning  follow-up  care  for  the  homeless,  perhaps  the  single 
most  important  need  is  to  identify  that  patients  are  homeless,  for 
without  such  identification  appropriate  plans  might  not  be  made. 
Physicians,  nurses,  social  workers,  and  clerks  are  all  important  in 
identifying  which  patients  are  homeless.   Once  it  is  determined  that  a 
patient  is  homeless,  every  one  involved  in  his  or  her  care  should  be 
informed  of  the  patient's  living  situation.   This  fundamental  principle 
is  often  overlooked.   At  San  Francisco  General  Hospital,  less  than  half 
of  the  homeless  major  trauma  victims  admitted  during  the  three  month 
period  studied  were  evaluated  by  a  social  worker  prior  to  discharge. 

When  appropriate,  homeless  patients  should  be  placed  in  shelters. 
Other  arrangements  that  might  facilitate  care  include:   thorough  ins- 
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tructions  by  sympathetic  staff  of  the  importance  of  follow-up  care; 
instruction  sheets  that  detail  the  plans  for  medical  care;  copies  of 
emergency  department  records  or  discharge  plans  (especially  valuable 
for  patients  likely  to  receive  follow-up  care  elsewhere) ;  packets  of 
dressings  and  medications  for  wound  care;  daily  or  twice  daily  dress- 
ing changes;  regular  visits  to  shelters  by  visiting  nurses;  referrals 
of  patients  to  facilities  with  drop-in  capability,  extended  hours, 
and  locations  near  where  patients  live.   Clinics  located  in  the  shelters 
or  in  the  meal  programs  for  the  homeless  are  often  well  adapted  for 
providing  care.   Other  valuable  resources  are  the  employees  of  shelters, 
food  programs,  detoxification  centers,  social  service  agencies,  and 
other  programs  for  the  homeless.   If  the  managers  and  staff  of  these 
programs  are  instructed  about  the  availability  of  medical  services  for 
the  homeless,  the  signs  and  symptoms  of  post-traumatic  complications, 
and  the  indications  for  referral,  they  can  refer  patients  who  might 
otherwise  not  obtain  treatment. 

Another  important  factor  in  providing  proper  trauma  care  to  the 
homeless  are  the  attitudes  of  the  staff.   This  is  especially  important 
for  foliow-up  treatment,  because  so  many  homeless  fail  to  obtain  follow- 
up  care.   Staff  sympathetic  to  the  problems  of  the  homeless,  tolerant 
of  their  alcohol  abuse  and  mental  illness,  willing  to  treat  patients 
who  are  dirty  or  infested,  and  tolerant  of  their  failure  to  keep 
appointments,  are  more  likely  to  be  influential  in  encouraging  patients 
to  return  for  medical  caro.  Staff  willing  to  tailor  treatment  to  the 
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needs  of  the  patient  are  also  likely  to  succeed  in  encouraging  patients 
to  return  for  follow-up  care.   If  a  patient  with  an  infected  wound  or 
cellulitis  refuses  to  be  hospitalized,  it  is  preferable  to  treat  him 
as  an  outpatient  rather  than  to  deny  treatment  altogether. 

Many  homeless  do  not  seek  medical  care  until  they  have  been  injured. 
However,  others  obtain  treatment  for  a  wide  range  of  problems  unrelated 
to  trauma,  such  as  infestations  and  upper  respiratory  infections.   Often 
the  patient's  homelessness  is  not  identified.   More  often,  no  effort 
is  made  to  address  the  patient's  homelessness  as  a  problem.   Physicians, 
nurses  and  support  personnel  aware  of  the  risks  inherent  in  being  home- 
less should  initiate  appropriate  referrals  to  help  patient's  obtain 
shelter  and  thereby  reduce  their  risk  of  the  wide  variety  of  medical 
problems  associated  with  being  homeless,  including  the  risk  of  trauma. 
Thus,  health  workers  should  play  a  role  in  the  prevention  as  well  as  the 
treatment  of  trauma  among  the  homeless. 


Many  other  issues  regarding  trauma  among  the  homeless  remain  to 
be  addressed.   Can  the  incidence  of  trauma  among  the  homeless  be  reduced? 
Can  the  frequency  of  complications  of  trauma  among  the  homeless  be 
reduced?  Can  the  incidence  of  temporary  or  permanent  disability  among 
the  homeless  due  to  trauma  be  lessened?  What  are  the  personal,  social, 
and  economic  costs  of  trauma  among  the  homeless?  How  can  trauma  care 
for  the  homeless  be  improved? 
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The  homeless  are  multiply  disadvantaged.   They  lack  shelter, 
f ood ,  clothing,  and  social  supports,  and  they  are  at  great  risk  for 
trauma.   Once  injured,  they  face  enormous  obstacles  to  recovery.   Unless 
medical  care  is  available  at  facilities  accessible  to  the  homeless, 
with  drop-in  capabilities  and  sympathetic  staff,  homeless  trauma  victims 
may  not  receive  essential  treatment,  may  develop  preventable  complica- 
tions, and  their  condition  may  further  deteriorate. 
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SAN  FRANCISCO  GENERAL  HOSPITAL 


Homeless  Patients  Admitted  for  Major  Trauma  (1/1/83-3/31/83) 


Female  (N=7) 

1  14.3% 

4  57.1% 

0 

1  14.3% 

1  14.3% 


Age 

Male 

(N=42) 

20-29 

11 

26.2% 

30-39 

18 

42.9% 

40-49 

7 

16.7% 

50-59 

3 

7.1% 

6  0- 

3 

7.1% 

Table  1 


CENTRAL  EMERGENCY 


Homeless  Trauma  Victims  (1/1/83-6/30/83) 


Age 

Male 

(N=138) 

<20 

2 

1.5% 

20-29 

37 

26.8% 

30-39 

64 

46.4% 

40-49 

17 

12.3% 

50-59 

14 

10.1% 

6  0- 

4 

2.9% 

Unknown 

Female  (N=18 ) 


0 

6 

33.3% 

5 

27.8% 

0 

3 

16.7% 

2 

11.1% 

2 

11.1% 

Table  2 


SAN  FRANCISCO  GENERAL  HOSPITAL 
Homesless  Patients  Admitted  for  Major  Trauma  (1/1/83-3/31/83) 


Primary  Keason  for  Admission 

Stab  wound 

Fracture/dislocation 

Blunt  trauma 

Head  trauma 

Multisystem  trauma 

Gunshot 

Suicide  attempt 

Burn 

Bite 

Cellulitis 


(N=52) 

19 

15 

6 

5 
2 
1 

1 
1 
1 

1 


36.5% 
28.8% 
11.5% 
9.6% 
3.8% 
1.9% 
1.9% 
1.9% 
1.9% 
1.9% 


Table  3 


CENTRAL  EMERGENCY 
Homeless  Trauma  Victims  (1/1/83-6/30/83) 

Reasons  for  Initial  Presentation     (N=172) 

Laceration 

Bruise/contusion 

Post- trauma tic  cellulitis 

Abrasion 

Bite 

Wound  follow-up 

Burn 

Fracture 

Sprain 

Puncture  wound 

Suture  removal 

Ingestion 

Concussion 

Eye  injury 

Arthritis/bur si tis 


Table  4 


70 

40.7% 

29 

16.9% 

19 

11.1% 

10 

5.8% 

8 

4.7% 

7 

4.1% 

6 

3.5% 

5 

2.9% 

5 

2.9% 

3 

1.7% 

2 

1.2% 

2 

1.2% 

2 

1.2% 

2 

1.2% 

2 

1.2% 

SEXUAL  TRAUMA  SERVICE 

Homeless  Sexual  Assault  Victims  (1/1/83-9/30/83) 

Age            Female  (N=26)  Male  (N=8) 

<-  20             4      15.4%  2   25.0% 

20-29           12      46.2%  5   62.5% 

30-39            9      34.6%  1   12.5% 

40-              1       3.8%  0 


Table  5 
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DESCRIPTION  OF  HOMELESS  VETERANS  IN  SAN  FRANCISCO  -  OCTOBER,  1985 

1.  In  two  recent  self -administered  surveys  of  homeless  persons  in  the  San 
Francisco  shelters,  veterans  comprised  29.7  percent  of  persons  sheltered 
in  April,  1985  and  31.3  percent  in  October,  1985.  A  survey  of  "street 

persons"  conducted  at  five  locations  on  September  24,  1985  revealed  that 
36.4  percent  of  the  respondents  were  veterans. 

2.  Shelter  surveys  reveal  that  more  than  86  percent  of  the  veterns  had  held 
jobs  for  more  than  one  year. 

3.  Nearly  31  percent  of  the  homeless  veterans  reported  they  had  permanent 
physical  disabilities. 

4.  Twenty-five  percent  admitted  to  having  a  mental  health  problem. 

5.  Slightly  more  than  45  percent  admitted  they  had  some  level  of  alcohol  abuse 
with  19  percent  reporting  "severe"  alcohol  problems. 

6.  Problems  of  drug  abuse  were  reported  by  24  percent  of  the  homeless  veterans. 

7.  Seventy-eight  percent  of  the  homeless  veterans  claimed  to  have  a  "marketable 
skill, "  but  yet  only  slightly  more  than  six  percent  reported  some  level  of 
income  from  employment. 

8.  More  than  16  percent  reported  employment  as  a  need  to  stabilize  their  lives. 
The  following  needs  were  listed  by  the  homeless  veterans: 


(N  =  152) 

Housing 

21.4% 

Job/Job  Training 

18.1% 

Clothing 

10.4% 

Food 

10.4% 

Alcohol/Drug  Services 

9.9% 

Medical  Services 

7.4% 

Veterans  Assistance 

7.4% 

9.  The  average  age  of  the  homeless  veterans  was  41.8  years  and  the  median 
length  of  San  Francisco  residence  was  3.0  years. 

10.  Nearly  79  percent  of  the  homeless  veterans  reported  they  had  received  an 
Honorable  Discharge  yet  less  than  five  percent  were  receiving  Veterans 
Administration  financial  assistance. 

11.  Of  the  152  veterans  in  the  October,  1985  survey,  44  percent  (60  vets)  were 
veterans  of  the  Vietnam  Era. and  74  percent  of  the  Vietnam  Era  veterans 
served  in  Vietnam. 

12.  Homeless  veterans  responding  to  the  October,  1985  surveys  had  spent  an 
average  of  107.0  days  in  San  Francisco's  homeless  shelters. 


ANALYSIS  OF  STREET 

INTERVIEW  OF  SEPTEMBER  24,  1985 

(N=179) 


Number    Interviewed 
Number    Refused: 

Sex: 


124 
55 


69.3% 
30.7% 


Male 
Femal e 

Veteran    Status 


86% 

14% 


Yes 

36.4% 

No 

63.6% 

Vietnam    Era? 

Yes 
No 


5  0% 
50% 


•  73    percent   said    "benefits"    didn't   last   the   whole   month 

•  32    percent   reported    they   had   been    hospitlaized    for   mental 
heal th    reasons 

•  42    percent   reported    they    had    alcohol    problems 

•  42    percent   reported    they   had   had   a    drink    in    the    past   24    hours 

•  21    percent   reported    they   had   a    drug    problem 

•  22    percent   reported    they    had   been    hospitalized    in    the    last    3 
months 

•  35    percent    reported    they    had    sought    some    form   of   counseling 
ass i stance 

t    35    percent   reported   having   been    picked    up   by    the    police    in    the 
recent    past    -   mostly    for    drinking    in    public,    begging    and 
blocking   a    sidewalk 

•  78    percent   reported    they   ate    at   congreate    feeding   sites    with    7! 
percent   of    them   reporting    they   ate    at    St.    Anthony's 

•  45    percent  were    under    the    influence    of   either    drugs    or    alcohol 
at    the    time    of    interview    (32.8%    alcohol,    11.8%    drugs). 


Length  of  Stay  in  San  Francisco  -  All  Sites 


Median:   5.5  years 
Range:    1  day  -  67  years 

UN  Plaza: 
Powel 1 -Market: 


Median:  7  months 

Range:  1  day  -  54  years 

Median:  9  years 

Range:  3  months  -  21  years 


Civic  Center  Plaza:   Median:   6  years 

Range:    5  months  -  37  years 


Hal  li  die  Plaza 
1 6th /Mi  ssi  on 


Median:  6  years 

Range:  2  days  -  38  years 

Medi  an  :  21.5  years 

Range:  1  day  -  67  years 


Length  of  Time  in  San  Francisco 
( N=l  22 ) 


Length 


0-3   mos. 

4-6   mos. 

7-12    mos 

13-23    mos 

2-5   yrs. 

6-10    yrs 

1 1-20   yrs. 

21    yrs 

Unknown 

o    Age    -    Al  1    S 

i  tes 

Mean : 

36 

.9 

Medi  an  : 

34 

.0 

Range : 

17- 

34 

U.N.  Plaza 


Powel 1 -Market 


Civic  Center  Plaza 


Number 

28 
11 
10 
3 
11 
15 
19 
25 
(2) 


Mean:  32.0 
Median:  28.0 
Range:  18-73 

Mean :  35.3 
Median:  33.0 
Range:  23-45 

Mean:  41  .9 
Median:  35.0 
Range:  31-84 


Percent 


2  3.0% 
9.0% 

8.2% 


5% 
0% 


12.3% 
15.6% 

20.5% 


1 


Hal  li  die    Plaza: 


16th    -    Mission: 


Mean:         36. 
Median:    32.0 
Range:    17-67 

Mean:  44.1 
Me  d  i  a  n  :  41.0 
Range:    23-75 


Where    Slept   on    September   23,    1985?    (N=122 

N 


Shel ter 

Hotel 

Doorway 

Apartment 

House 

Friends 

Other 

Unknown 


Regularly    Stay    there?    (N=119) 

N 


20 

27 

40 

3 

10 

13 

9 

(2) 

Yes 

No 

Unknown 


95 
24 
(5) 


2. 

32. 
2.l 
8.2v 

10.7% 
7.4% 


Percent 

7  9.8% 
20.2% 


3.      What    Do    You    Do    During    The    Day?    (N-119) 

_N 

Work 

Li  brary 

Streets 

Public    Transportation 

Park 

Spare  Change 

Look  for  Work 

Other 

Unknown 

(Streets  +  Parks  +  Spare  Change  +  Library  +  Public  Trans  =  91  or 
7  6.5%) 


10 

1 

48 

2 

38 

2 

11 

7 

(5) 

Percent 

8 

.4% 

.8% 

40. 

.3% 

1 

.1% 

31 

.9% 

1 

.1% 

9, 

.2% 

5, 

.9% 

5820U 
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